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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 
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DEPRESSION 


Lift the depression with Marplan. Therapeu- 
tically, Marplan is a new, more active amine 
oxidase regulator. Clinically, it is safer. Medi- 
cally, it represents a major breakthrough in 
the chemotherapy of depression. Marplan has 
been evaluated by some 300 investigators who 
reported its use in more than 4000 patients. 
Results have been impressive—frequently dra- 
matic, and side effects have been markedly 
fewer and less severe. Indications range from 
moderate to severe psychiatric disorders with 
associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable 
as an adjunct to psychotherapy to facilitate 
the patient’s responsiveness. Complete litera- 
ture, giving dosage, side effects and precau- 
tions, is available upon request and should be 
consulted before prescribing. Supplied: 10-mg 
tablets in bottles of 100 and 1000. 


Marplan 
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on the admissions service 


the rapid antipsychotic effect of 


Stelazine 


brand of trifluoperazine 


is especially valuable 


Because of its rapid antipsychotic effect, ‘Stelazine’ can 
help shorten the hospital stay of new admissions. 


To calm hyperactive patients 


‘Stelazine’ exerts little or no sedative effect; rather, 
‘Stelazine’ calms hyperactive patients chiefly because of 
its rapid effect against the psychotic process. Kovitz! 
comments that “One of the striking features of [‘Stelazine’ } 
is its dual capacity ... to calm aggressive patients and 
... to stir passive, sluggish patients. .. .” 


To eliminate delusions and hallucinations 


A striking response to ‘Stelazine’ is the rapid reduction 
or elimination of delusions and hallucinations. Brooks? 
writes that ‘Stelazine’ dramatically alleviated hallucina- 
tions and delusions with ‘‘a more marked and consistent 
effect than that seen with any other agent.” 


To activate withdrawn patients 


‘Stelazine’ can activate to communicativeness the new 
admission who is withdrawn and mute, so that he is able 
to respond and to cooperate from the start in his treat- 
ment program. 


1. Kovitz, B.: Management of Psychotic Tension Symptoms with Trifluo- 
perazine: A Preliminary Report, in Trifluoperazine: Clinical and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 144-149. 
2. Brooks, G.W.: Definite Ataractic Therapy in the Rehabilitation of ” 
Chronic Schizophrenic Patients: A Preliminary Report on the Use of Tri- 
fluoperazine, ibid., pp. 54-61. 
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To control agitation—a symptom that 
cuts across diagnostic categories 
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Thorazine’, a fundamental drug in c 
brand of chlorpromazine I 
psychiatr Y — Because of its sedative effect, ‘Thorazine’ is ’ 
especially useful in controlling hyperactivity, irritability and hostility. ; 
] 

And because ‘Thorazine’ calms without clouding consciousness, ; 
T 

the patient on ‘Thorazine’ usually becomes more sociable and more } 

receptive to psychotherapy. di 
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A TRAINING PROGRAM 
IN COMMUNITY PSYCHIATRY 


Integrating Trends in Public Health and Administration 


By VIOLA W. BERNARD, M.D. 
Director, Division of Community Psychiatry 


School of Public Health 


& Administrative Medicine 


Faculty of Medicine, Columbia University, New York City 


RATHER NEW KIND of graduate training for psychi- 

A atrists was begun in 1956 at Columbia Univer- 
sity,° through the cooperation of Drs. Lawrence C. Kolb 
and Ray E. Trussel, the respective heads of the Depart- 
ment of Psychiatry and the School of Public Health and 
Administrative Medicine. Each of them established a 
separate division of community psychiatry, but unified 
them under a single director, the author, to insure close 
integration. 

To date twenty-one psychiatrists have been or are now 
enrolled in the four types of trainee programs offered by 
the combined division: 

1. A degree course (M.Sc.) to prepare candidates for 
administrative posts in clinics, community mental health 
programs, and mental hospitals. The course fulfills the 
requirements for admission to examination for A.P.A. 
certification as a Mental Hospital Administrator. Over a 
twenty-month period, candidates undertake eight months 
of academic work at the university and a one-year on- 
the-job project approved by the faculty and written up as 
a thesis. The project requirement can be fulfilled during 
regular employment, and the project year may follow or 
divide the eight months on campus. 

2. A four-year combined psychiatric residency with 
training in community psychiatry and public health. 
This fulfills NP Specialty Board residency requirements 
for certification and leads to either an M.P.H. or an M.Sc. 
degree, depending on the total combination of course 
work. 

3. A post-residency, two-year traineeship in adminis- 
trative, public health, and community psychiatry, lead- 
ing to either the M.P.H. or M.Sc. degree, depending 


°*See Menta Hosprrats, June 1958, p. 24. 


upon the total combination of course work undertaken. 

4. A one-year, full-time or half-time, nondegree, post- 
residency traineeship (or fourth-year residency) in com- 
munity psychiatry. 

Considerable flexibility and individualizing of these 
programs are feasible, and a number of stipends are 
available through N.I.M.H., the New York State Depart- 
ment of Mental Hygiene, and the Grant Foundation. 

On a less specialized level the division contributes 
some content and orientation in community psychiatry to 
the regular three-year psychiatric-residency sequence at 
the Columbia-Presbyterian Medical Center, as well as to 
the psychiatric teaching of medical students. It also has 
the responsibility for required training in mental health 
content and orientation for the total student body of the 
‘School of Public Health and Administrative Medicine. 
In addition, staff members and trainees from the several 
related medical and nonmedical disciplines throughout 
the Medical Center participate to a limited degree. 


Courses Supplement Psychiatric Training 


The rationale for developing these particular curricula 
under the over-all unifying concept of “community psy- 
chiatry” stems from the recognition of several converging 
relationships—between a number of significant trends and 
developments in psychiatric theory and practice, as well 
as within the fields of public health and administrative 
medicine. 

Tremendous advances in the understanding of per- 
sonality dynamics and psychopathology have been 
brought about by Freud’s contributions to depth psy- 
chology, and the extensions, modifications, and additions, 
to which his work gave rise. Psychoanalysis has pro- 
vided investigative and psychotherapeutic tools for prob- 
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ing what might be termed the dimension of depth, with 
respect to the intrapsychic structure and function of the 
individual. 

Meanwhile, however, in the corresponding dimension 
of breadth, or social dynamics, significant advances have 
also been made toward understanding and coping with 
issues of mental health and mental Shaves. Conceptually, 
both depth and breadth in this sense seem essential to 
the goal of * ‘comprehensive dynamic psychiatry.” 

The traditional, primary scope of psy chiatry has been 
the study and treatment of the individual patient. Cor- 
respondingly, psychiatric training has centered on one- 
to-one diagnostic and treatment procedures in the out- 
patient clinic and the inpatient hospital settings. There- 
fore, the training programs under discussion came into 
being in order to supplement the conventional psychi- 
atric training, with its emphasis on the individual pa- 
tient, by incorporating relevant knowledge and _ skills 
from the social sciences, public health, and administra- 
tive medicine. 


Subspecialty Content Included 


Areas of subspecialization have been emerging within 
psychiatry: social psychiatry, community psychiatry, ad- 
ministrative psychiatry, and public health psy chiatry. In 
spite of certain differences between these, they have in 
common an approach to mental health problems beyond 
the individual level. Some of the differences reflect ex- 
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tremely valid and useful distinctions in scope, method- 
ology, ‘and objectives. However, other differences, stem- 
ming from such factors as professional vested interests, 
happenstances of origin and setting, theoretical group- 
ing, and semantic confusion, seem divisive, wasteful, and 
extraneous from the standpoint of psychiatry as a whole. 

Accordingly, in our training program we have attempt- 
ed to identify and pull together the principal common 
denominators of present knowledge into an integrated 
core-curriculum common to each of these * ‘subsubspecial- 
ties.” At the same time each trainee’s total curriculum is 
rounded out with content pertaining to the real differ- 
ences between the areas of specialized interest and the 
career objectives encompassed by our programs. 

There is also an unfortunate and all-too-prevalent ten- 
dency, in the writer’s view, for these various subdivisions 
of “breadth psychiatry” to be defined, by those working 
within them and by clinicians, in terms of contrasting 
and even mutually exclusive alternatives to clinical psy- 
chiatry. This can ‘lead to such serious errors as denial of 
social reality at one extreme, or devaluing the individual 
at the other. Notable exceptions, of course, are to be 
found among some of the outstanding leaders in these 
newer fields, whose work reflects a synthesizing approach 
to clinical and group-focused pyschiatry. Synthesizing 
rather than separating psychodynamic and sociodynamic 
understanding—and the preventive, therapeutic, and re- 
habilitative activities based thereon—is basic to the frame 
of reference for interrelated training programs. This ap- 
proach is supported by a considerable and still-growing 
body of data, the tested value of which should not be 
underestimated or ignored in the current patterning of 
services, research, and training. 

It is not new, of course, to recognize that the individ- 
ual is a bio-psycho-social unit, or that there are relation- 
ships between sociocultural factors, and mental health 
and mental illness. However, such broad generalizations 
have had to be studied with greater precision, and meth- 
odologies and procedures have had to be developed, be- 
fore they could be systematized constructively into teach- 
able form. No doubt this accounts in part for the situa- 
tion described in the Report of the 1952 Conference on 
Psychiatric Education: “It also appears that training in 
the community aspects of psychiatry and in the relation 
of psychiatry to other disciplines is an unrealized ambi- 
tion rather than a consistent practice.”* The report also 
stated, “Generally speaking, residency programs do not 
prepare the psychiatrist to grasp the opportunities for 
preventive psychiatry and make the most of them. . . . 
If the psychiatrist is to contribute to public health 
through the practice of preventive psychiatry, the resi- 
dency program must help him develop such assets, over 
aud above those commonly recognized as related to the 
subject matter of the specialty.” 

While some degree of orientation along these lines 
seems desirable as an intrinsic part of general residency 
training for the “all-purpose” psychiatrist, it must be rec- 
ognized that the complexity of modern psychiatry is 
°“The Psychiatrist, His Training and Development,” Re- 
port of the 1952 Conference on Psychiatric Education, 
published by the American Psychiatric Association, 1953. 
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such that the present three years of training are already 
so full that too many additions may threaten quality. 
Therefore, it has been necessary to add a period of train- 
ing time for those seriously interested in some form of 
“breadth psychiatry.” Another reason for this lies in the 
fact that psychiatrists differ so greatly in terms of apti- 
tudes, interests, and the multiple factors that determine 
their choice of major concentration. Psychiatry, as a spe- 
cialty, needs many kinds of contributions; intensive 
training in social psychiatry, for instance, would not be 
appealing to those residents whose main potentialities 
lie in other directions. 

Why “Community Psychiatry’? 

Perhaps some discussion of why the term “Community 
Psychiatry” was chosen to designate the division within 
which these interdepartmental training programs are 
structured can help convey some of the assumptions and 
viewpoints that underlie the organization of our training 
programs. As already mentioned, we are cognizant of 
the areas of overlap in current usage between, for ex- 
ample, social psychiatry, community psychiatry, and pub- 
lic health psychiatry, and we hold no special brief as 
to terminology in these rapidly developing fields of en- 
deavor. Actually, the prevailing degree of interchange- 
ability in the use of terms is illustrated by the titles of 
papers listed in the 1959 Review of Psychiatric Progress® 
under the separate categories of Administrative Psychi- 
atry, Social Psychiatry, Family Care and Out-Patient 
Psychiatry, and Clinical Psychiatry and Psychotherapy. 
Each of these four review-articles cites some work that 
could be included, according to content, in the others. 

A useful definition of social psychiatry was recently sug- 
gested by Redlich and Pepper: **“Our own brief defini- 
tion, influenced by Rennie, defines social psychiatry as 
the study of psy chiatric disorders and psychiatric therapy, 
hopefully including prevention, within a social setting. 
This implies that social psychiatry is defined as an ex- 
ploration of social systems and culture and their impact 
on psychiatric phenomena rather than as a type of psy- 
chiatric practice.” Since the Columbia training pro- 
grams are concerned with patterns of psychiatric prac- 
tice as well, “community psychiatry” seemed more ap- 
propriate. Such forms of practice, however, rely heavily 
on the theoretical conceptions and research findings of 
social psychiatry, which therefore receive attention in 
the core-curriculum for all trainees in the several pro- 
grams, and can be the major area of study for some of 
them. 


The Case for Administrative Psychiatry 


The inclusion of administrative psychiatry training 
within a Division of Community Psy chiatry may occasion 
some surprise or question. It may be explained in part 
by noting the tremendous changes taking place, adminis- 
trativ ely, within mental hospitals, and between mental 


*AMERICAN JOURNAL OF PsycuiaTRy, Vol. 116, No. 7, 
January 1960. 

°° F.C. Redlich, M.D. and Max P. Pepper, M.D., “Social 
Psychiatry,” AMERICAN JOURNAL OF PsycutaTry, Vol. 116, 
No. 7, January 1960, p. 611. 
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and its publication. 
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mation of the currency of the article as written. 

Every summer the editorial staff spends some time 
in reviewing all manuscripts in our possession. At 
this time many worthwhile articles may have to be 
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torial needs. We can only ask our authors to bear 
with us in this matter. The very fact that we receive 
more excellent material than we can use enables us to 
produce a useful magazine. 
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mitting manuscripts. It is to assure them that each 
manuscript receives individual and personal attention 
and is carefully evaluated by one or more of our pro- 
fessional consultants. 

In turn, we ask that authors keep us informed of 
| any change in their professional status or address, in 
order to facilitate later correspondence. 


The Editor 


hospitals and the psychiatric facilities in the community. 
Very significant improvements have been made in Eng- 
land. Many of these impressive programs, such as the 
Worthing Experiment and Macmillan’s® achievements at 
Nottingham, are widely known. Closed wards have been 
unlocked as a part of sweeping changes in administrative 
policies and procedures, entailing new patterns of close 
liaison between the hospital and the total range of fa- 
cilities within the community. 

These developments have some counterparts in this 
country. For example, Dr. Francis J. O'Neill, Senior Di- 
rector of Central Islip State Hospital, has recently writ- 
ten on “The Mental Hospital, Cornerstone for Commu- 
nity Psychiatric Services,”** 2nd Dr. Robert Hunt, Di- 
rector of Hudson River State Hospital, is starting a proj- 
ect to develop integrated psychiatric services for the 
people of Dutchess County, New York. (Both doctors 
are faculty members for the program in administrative 
psychiatry. ) 

Collaboration between administrative psychiatrists and 


* Macmillan, Duncan: INTERNATIONAL JOURNAL OF SOCIAL 
Psycutatry, Vol. 4, No. 5, Summer 1958. 

*°O’Neill, Francis J.: AMERICAN JOURNAL OF PsyCHIATRY, 
Vol. 116, No. 9, March 1960, p. 810. 
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social scientists has proven fruitful in connection with 
studies in the social dynamics of psychiatric hospital 
wards, and of the hospital as a therapeutic community. 
From the standpoint of community psychiatry, the isola- 
tion of many mental hospitals from the rest of medicine 
and from the community and its social institutions can 
and should be replaced by their becoming an integral 
part of the community's total network of interrelated 
services. 

The administrative psychiatrist is seen as applying the 
insights of comprehensive psychiatry to indirect and 
group-focused methods of administration. The adminis- 
trative psychiatrist draws on certain principles and tech- 
niques of administration in general, and of medical and 
hospital administration in particular. Basic courses in 
the latter are offered in the regular curriculum of the 
School of Public Health and Administrative Medicine. 
The administrative psychiatrist, however, blends and 
augments these administrative principles and techniques 
with specifics of psychiatry, and transmutes them into a 
therapeutic modality, using organizational structure and 
function to serve the same ultimate clinical goals that all 
psychiatrists seek. 


Planning the Program 


Prior to the organization of the administrative psychi- 
atry program in 1956, a Curriculum Advisory Committee 
under the chairmanship of Dr. Paul H. Hoch, Commis- 
sioner of the New York State Department of Mental 
Hygiene, helped review the planning. Miss Mildred 
Scoville, with broad experience from her long association 
with the Commonwealth Fund, served as consultant for 
the preparation of the course. In this connection she con- 
ferred with many knowledgeable people as to the basic 
functions for which training seemed needed, as seen by 
leading administrative psychiatrists throughout the coun- 
try, 

The A.P.A. Committee on Certification of Mental Hos- 
pital Administrators has discussed the curriculum with 
us annually since 1957 and has expressed endorsement of 
the content and philosophy of the program. 

Within the broad field of public health, a marked trend 
towards heightened interest and responsibility with re- 
spect to mental health is evident. Intensified study of 
mental disorders and their control through primary, sec- 
ondary, and tertiary methods of prevention is underway. 
The mental health functions of public health personnel 
at all levels are gaining increased recognition. This is 
reflected in more and better teaching of the mental health 
component in schools of public health. A National Con- 
ference on Mental Health Teaching in Schools of Public 
Health was held in December 1959. The same conference 
included consideration of the school’s share in the pro- 
fessional training of community mental health specialists, 
including, but not limited to, psychiatrists. (The report 
of this conference is due in a few months. ) 

Collaboration between the Department of Psvchiatry 
and the School of Public Health and Administrative 
Medicine at Columbia was undertaken in 1955. Until 
then it was more usual for psychiatrists to give some 
orientation in mental health concepts to the public health 
students than for the public health faculty to contribute 


10 


to the psychiatric curriculum. The two-way interchange 
has proven very valuable. As noted earlier, some of the 
trainees in community psychiatry have combined the full 
M.P.H. degree course in preparation for careers in public 
health psychiatry. Others have undertaken selected 
course work in the School of Public Health curriculum, 
especially in epidemiology, biostatistics, and survey re- 
search methods. Amalgamation of these subjects into the 
total equipment of the community psychiatrist enables 
him to deal much more effectively with many of the tasks 
and responsibilities for which he is increasingly called 
upon. 

Thus, psychiatrists are asked to function professionally 
in a variety of nonmedical settings. It may be at the 
program planning level, as with county mental health 
boards, or as consultants to general hospitals, social agen- 
cies, schools, and courts. Psychiatrists are turned to for 
policy-making, the organization and coordination of serv- 
ices, the training of mental health personnel, and the 
designing of research and validation studies. These 
activities entail interprofessional relationships and collab- 
oration beyond those traditional to clinical psychiatric 
settings. Yet, all these functions can be performed more 
competently after appropriate training is substituted for 
the catch-as-catch-can mixture of intuition and trial and 
error so often relied upon when there is lack of adequate 
professional preparation. 


A Cooperative Effort 


The high degree of need felt for better equipped psy- 
chiatrists to fill the many posts encompassing these func- 
tions has accounted in large measure for the enthusiastic 
response to these programs on the part of leaders in 
psychiatry, in various social sciences, and in public 
health, who have participated generously as guest lec- 
turers. The heads of community settings have been glad 
to invest considerable time and effort, despite their heavy 
obligations, to improving the ultimate usefulness of psy- 
chiatrists in these areas. 

At the Medical Center, faculty members of both the 
Department of Psychiatry and the School of Public 
Health and Administrative Medicine have provided 
varied resources from which the trainees can draw in 
terms of individual interests and career objectives. For 
instance, another interdepartmental venture, the Colum- 
bia-Washington Heights Community Mental Health Proj- 
ect has served as a research laboratory for some of the 
trainees in Community and Public Health Psychiatry. 

In keeping with the field in general, these programs 
are in a constant process of dev elopment. Our four years’ 
experience to date has confirmed our conviction that, as 
we keep seeking and testing new knowledge, there is 
much to be learned and taught about how to better inte- 
grate and apply existing knowledge to more broad-scale 
prevention and alleviation of disabilities and suffering 
from mental and emotional disorders. In carrying out 
these aims, the writer is mindful of a special challenge 
and opportunity that confronts community psy chiatry: 
to achieve the benefits of psychiatry at the collective 
level while offsetting the antitherapeutic effects of its 
impersonal and indirect features by constant humanizing 
sensitivity to individuality. 
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THE ASSISTANCE ALPHABET 


By LOIS PERRY JONES, 
Joint Information Service, A.P.A.-N.A.M.H. 
Washington, 


COTTON CANDY MACHINE and a clown, orthopedic 
A shoes, a bond issue, and trained volunteer per- 
sonnel were among the goods and services provided pub- 
lic mental hospitals by state and local affiliates of the 
National Association for Mental Health last year. The 
candy machine and clown were for a children’s ward at 
Napa State Hospital, California; the orthopedic shoes for 
an ex-patient in Maryland, with a job as a waiter; the 
recently voted bond issue will provide for a treatment 
and training mental health facility in Alabama; and the 
volunteers worked in scores of hospitals spotted across 
the country from Washington to Massachusetts. 
Working the year round, from January (when prepara- 
tions for May Bellringer campaigns begin, Operation 
Friendship is organized, and state legislators are enter- 
tained at dinner) through Christmas (when tens of thou- 
sands of gifts are collected for patients) mental health 
associations report hospital-directed activities that range 
from A to Z. 


A stands for Awards-of-the-Year for psychiatric aides 
and for Adopt-A-Patient programs. Awards-of-the-Year 
for psychiatric aides, a nationwide program sponsored by 
the N.A.M.H., were specifically mentioned in reports 
from Louisiana, Mississippi, North Carolina, Rhode Is- 
land, West Virginia, and Utah. More intensive programs, 
designed to recognize psychiatric aides as a key group 
among hospital personnel, were carried out in New Jer- 
sey and Pennsylvania. Adopt-A-Patient programs—In- 
diana reports they had 500 new applications for volun- 
teers for this program in nine months. Their goal: two 
“outside” friends for every hospitalized patient. In Wy- 
oming, the program was so appreciated that patients 
sent “thank you” notes in answer to letters. 


B stands for Bellringers and Books. The Bellringers, 
who collected funds last year to support mental health 
association programs, included 85 patients from the Utah 
State Hospital at Provo. They reported a gracious re- 
ception in the community. Books—hundreds of paper- 


AN OUTLINE OF 
MENTAL HEALTH ASSOCIATIONS’ 
SERVICES TO HOSPITALS 


backs were collected by Louisiana MHA, Rhode Island 
MHA, and other associations. 


C stands for Christmas Programs and Clothes Closets. 
In West Virginia and in Oregon, Christmas programs in- 
cluded individual gifts for each patient. The Indiana 
MHA and its affiliates provided two gifts for each of 
16,000 patients. Missouri MHA gave $500 plus 1,000 
gifts. In Louisiana, a department store helped the state 
association set up a store in Mandeville State Hospital 
where patients could buy presents. Mississippi volun- 
teers gave 40 Christmas parties and 800 presents. In 
South Dakota, farmers’ unions and home demonstration 
clubs played Santa Claus to hospitalized patients. Others 
too numerous to mention brought Christmas cheer to 
patients. 

Clothes Closets—in Oregon and Missouri, good usable 
clothing was put into first-class repair by hospital sewing 
classes and given to patients being discharged or going 
on visits. In Wyoming, Easter bonnets for the women 
and Easter ties for the men were collected and distrib- 
uted. Washington volunteers presided over a “Wishing 
Well” shop, where patients could select clothing. 


D stands for Decorate, Dayroom, and Drugs. In Texas, 
the Dallas association obtained funds and the services of 
an interior decorator to decorate a good many rooms in 
Terrell State Hospital. The King County Hospital in 
Seattle, Washington, has dayrooms, staffed by volunteers 
and two occupational therapists, where persons await- 
ing commitment hearings can use work materials. Drugs 
—funds for continued medications were provided dis- 
charged patients by New Jersey MHA and affiliates. 


E stands for Equipment and Entertainment. Equipment 
donated includes: TV sets, record players, an organ, and 
a ping-pong table in West Virginia; a tape recorder in 
Oregon; funds for a miniature golf course and a pool 
table in Missouri; sewing machines and cornpoppers 
in Wyoming; special medical equipment in New Jersey; 
diabetic cookies in Maryland. In Utah the MHA is 
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spearheading a drive to obtain a chapel for the state 
hospital. Entertainment—monthly parties for patients 
were held in the community by the Boone County, Mis- 
souri, MHA. In South Dakota, a series of social evenings 
were held in Yankton, bringing together staff members 
of the state hospital and persons living in the community. 


F stands for Families and Friends-to-a-Patient. Fami- 
lies in New Jersey, Texas, Washington, West Virginia, 
and other states received copies of Edith Stern’s book, 
Mental Illness, a Guide to the Family. In New Jersey, 
distribution of the book was supplemented by transpor- 
tation and baby-sitting services for relatives of patients, 
and group meetings held, in cooperation with hospital 
personnel, for families and friends. In Texas, the Lub- 
bock MHA has provided social-work liaison with the 
families of patients at the distant Big Spring State Hos- 
pital. In Huntington, W. Va., 400 persons are Friends-to- 
a-Patient in Barboursville State Hospital. In Delaware, 
600 volunteers, some of whom never leave their own 
homes, write letters for the “Lonely Patients Program,” 
and send occasional gifts. 


G stands for Groups—scores of them—members of 
twenty civic clubs in Louisiana who attended a series of 
programs built around the theme of “Services to Distant 
Hospitals”; church women in California who conducted 
Saturday morning hymn sings; garden clubs and other 
organizations Ww ho gave w eekly teas in Washington. 


H stands for Hospital Programs—started, sponsored, or 
augmented by the efforts of the mental health associa- 
tions. In West Virginia, these included the services of a 
registered music therapist for music therapy, looms and 
a sewing machine for occupational therapy. In Wash- 
ington. volunteers provided a library cart and started a 
gardening program. In New Jersey, services with pa- 
tients included remedial reading instruction, crafts ac- 
tivities, patient discussion groups, and bedside nursing. 
Texas MHA researched basic education materials, pro- 
vided sample kits for classroom education, leading to the 
establishment of a basic education program as part of 
over-all rehabilitation therapy. 


I stands for Inservice Training and Inter-Ward Council. 
The Oregon MHA gave packets of mental health mate- 
rials to nurses beginning their three-month affiliated in- 
service training. New ‘Je rsey MHA provided scholar- 
ships. special institutes, and conferences. Utah MHA at 
Provo, working at the request of the Inter-Ward Council 
of patients, arranged for law officers to be given classes 
on “How to Deal with Abnormal People.” 


J stands for “Jobs for Epileptics’—a survey of employ- 
ment possibilities for epileptics undertaken by Indiana 
MHA, under the direction of a neurologist. 


K stands for “Koffee Klatch” and Kiwanis—the former 
given for Bellringer and hospital volunteers, the latter 
among the men’s groups visiting hospitals here, there, 
every where. 
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L stands for Legislation and Loans. Activities con- 
cerned with legislation were reported by twenty-five state 
associations. The activities included lobbying for in- 
creased appropriations, helping to draft bills, working 
closely with mental health departments in preparing 
presentations to legislators. Alabama supported a three- 
million-dollar bond issue, helped secure a two-million- 
dollar increase in funds for current programs. Indiana— 
“most important is our close relationship with the State 
Department of Mental Health.” Louisiana sent out mate- 
rial cosponsored by the State Department of Hospitals 
on “A Five Year Plan for Mental Health in Louisiana.” 
Maryland gave an annual dinner for legislators, this year 
cosponsored by the Baltimore Junior Chamber of Com- 
merce; in Michigan each chapter held meetings for pub- 
lic officials, and a total of 300 public officials attended. 
New Jersey worked toward unifying state legislation per- 
taining to commitment and other hospitalization pro- 
cedures; New York, among other items on its legislative 
program, worked to amend the law on community men- 
tal health services to remove limitations on reimburse- 
ment for psychiatric services in general hospitals. West 
Virginia helped draft and pass a bill creating a state 
mental health department. 

Loan funds—small—were established in several states: 
in Oregon, to help patients get started in the commu- 
nity; in Wyoming, to enable indigent patients to enjoy 
downtown shopping expeditions with Gray Ladies: in 
Maryland, for things discharged patients needed (ortho- 
pedic shoes, permanent wav res) that no one else could 


supply. 


M stands for Men—reported by several state associa- 
tions to be excellent volunteers, but in very short supply. 


N stands for Notions and Newspapers—the former for 
sale at the hospital store, staffed by volunteers of the 
MHA, at Redfield (S. D.) State Hospital and School for 
Retarded Children, the latter given as subscriptions to 
state hospitals by Missouri MHA—and others. 


O stands for “Operation Friendship,” conducted an- 
nually during May. Results in 1959—over 200,000 visitors 
in public mental hospitals and schools for the retarded, 
all over the country. 


P stands for “Personnel, Recruitment of.” North Caro- 
lina MHA helps recruit 16 college students for work in 
state hospitals as attendants each summer. New Jersey 
has developed a career program for high school and col- 
lege students, trying to interest them in such careers as 
librarians (in hospitals), occupational therapists, rec- 
reational therapists. Talbot County, Maryland, is trying 
to find ways to interest young persons in careers as psy- 
chiatric social workers, psychiatric nurses, and psychi- 
atric aides. 


Q stands for Queries and Quirks—the former answered 
by information services of MHA’s across the country, the 
latter understood by the many volunteers working in 
mental hospitals! 
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R stands for Rehabilitation. Services in this field, of- 
fered by state associations, are occasionally highly struc- 
tured. The Delaware association, with the Office of Vo- 
cational Rehabilitation and the Delaware State Hospital, 
started a rehabilitation service. The hospital provided 
space for prevocational rehabilitation units, the OVR 
provided a rehabilitation counselor and set up training 
units, and the MHA provided funds for the training 
units—a woodworking shop, a housekeeping unit, and a 
clerical unit. Outside the hospital, the Rehabilitation 
Committee of Delaware MHA undertook to find jobs, 
secure living quarters, lend money, offer socialization and 
recreation, and counsel with relatives. All these activi- 
ties were carried out by volunteers, carefully selected, 
trained, and professionally supervised. 

In Washington, the Thurston County Mental Health 
Association started a family home-care program. Work- 
ing in cooperation with five public agencies, volunteers 
and professional personnel (a psychiatric social worker, 
a family-home social worker, a vocational counselor, an 
administrative supervisor, and a consulting psychiatrist ) 
go into the hospital, make friends with the patients, and 
then help them adjust to their new homes, obtain voca- 
tional counseling, etc. 


S stands for Surveys and Special Events. The New 
York State Association for Mental Health surveyed the 
role of a state association in a state-wide program on 
behalf of mentally retarded persons, issued findings in a 
publication that contains useful data for all voluntary 
and public agencies concerned with community and in- 
stitutional services. In West Virginia, a committee sur- 
veyed Huntington and Lakin State Hospitals, and pub- 
licized their needs. 

Under Special Events can be listed the patients’ Art 
Show sponsored by the Central Contra Costa MHA of 
California, and the occupational therapy products sale 
held in the offices of the Louisiana MHA. In San Fran- 
cisco, professionals who belong to The Fashion Group, 
Inc., consisting of designers, artists, couturiers, beauty 
experts, and models, held fashion classes on four suc- 
cessive Fridays at Napa State Hospital. In Oregon, on 
the Feast Day of St. Dympna, patron saint of the men- 
tally ill, Mass was offered at various hospitals by mem- 
bers of the Catholic clergy. 


T stands for Time—given by hospital volunteers, by 
citizens’ groups who travel 50 miles or more to spend 
time with hospitalized patients. 


U stands for Understanding—of needs of hospitals and 
patients by the public. Over 200,000 pieces of education- 
al literature were distributed by the New York State 
Association for Mental Health. 


V stands for Vacations and Volunteers. Vacations for 
patients were paid for by six county chapters of Indiana 
MHA at Camp Lincoln, Lincoln State Park. The care- 
taker states, “I found considerably less damage and prop- 
erty loss than most of my other groups had caused.” 


Regarding Volunteers: Massachusetts held its sixth 
Volunteer Institute, cosponsored by the state hospital 
staff and the State Department of Mental Health. In 
Mississippi, 100 volunteer hospital aides were trained, and 
in Rhode Island there were 70. In Indiana, the first state- 
wide recruitment drive recruited 448 new volunteers in 
two months. In Louisiana, volunteers at East Louisiana 
State Hospital included members of the Louisiana Gar- 
den Club, the Baton Rouge Music Club, Lions, Kiwanis, 
etc. In Oregon, volunteers included musical groups— 
church choirs, Junior League singing groups, etc.—who 
sang for patients. In West Virginia, volunteers held 
weekly dances for patients, and in Maryland, bingo par- 
ties sponsored by a women’s club and held on a women’s 
unit, have become a regular social event. 


W stands for Ward Visit and Adoption Groups. Ore- 
gon MHA reports that all wards that should, in the judg- 
ment of the hospital, have a ward adoption program, 
now have it. Other associations reporting active ward 
visit and adoption programs include West Virginia, Cali- 
fornia, Washington, North Carolina, Utah, Mississippi, 
Louisiana, and Texas. 


X stands for “eX-patients,” of increasing interest to 
mental health associations. In Montgomery County, 
Maryland, “The Montgomery Center” is open three eve- 
nings a week to offer a social program to returned pa- 
tients. Massachusetts is sponsoring an ex-patients club; 
and in San Francisco, the “Fellowship Club” recently 
celebrated its third birthday. In Miami, Florida, the 
“Phoenix Club” marked its first anniversary with a dinner 
meeting and speeches at the Miami Colonial Hotel. The 
Utah County Chapter of UMHA, located next door to 
the Office of Vocational Rehabilitation, features “Friend- 
ship Time” for discharged patients visiting OVR, and 
sponsors the “New Horizons Club,” as an extension of the 
hospital social service. In Louisiana, LMHA sponsors 
two ex-patient clubs, and each discharged patient is 
visited by a local chapter representative. Also in Louisi- 
ana, working with the State Department of Hospitals. the 
MHA sponsored a symposium on “The Patient Leaves 
the Mental Hospital.” The symposium, proceedings of 
which were published, covered what was being done in 
the field of rehabilitation by all Louisiana state hos- 
pitals, the State Employment Service, the Office of Voca- 
tional Rehabilitation, and the Department of Public 
Welfare. 


Y stands for Youth—the youths at Missouri Military 
Academy who bought gifts for each of 80 juveniles in the 
state hospital, and threw a party; the girls of Psi Iota Xi 
Sorority, from whose 86 chapters gifts flowed to retarded 
children; the two social-problems classes in Wyoming 
high schools, who collected money and candy bars for 
young patients. 


Z stands for the Zest with which the volunteers carry 
out their projects—and for the Zebra that was among the 
many toys collected by mental health associations in the 
various states. kkk 
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Compazine Spansule’ 


brand of prochlorperazine brand of sustained release capsules 


in the hospital 


The convenient qizh ‘Compazine’ Spansule 
capsule dosage regimen permits nurses to 
spend less time administering medication and 
more on other forms of therapy. Also, “Span- 
sule’ capsules stretch budgets. Whenever six 
‘Compazine’ patients are changed from t.i.d. 
tablet medication to ‘Spansule’ capsules, the 
money saved treats an additional patient. 


on the job 


‘Spansule’ capsules give you better control 
over the office patient. Inconsistent observance 
of tablet dosage regimens may cause a break- 
through of symptoms. With ‘Spansule’ cap- 
sules, however, you rely less on the mood and 
memory of the patient—one dose in the morn- 
ing provides ‘Compazine’ protection through- 
out the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and (especially 


for high-dosage regimens in hospitals) 75 meg. 


SMITH 
KLINE & 
FRENCH 
leaders in 
psychopharmaceutical 
research 


Smith Kline & French Laboratories, Philadelphia 
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OTH BY CHOICE and by social pressure, psychiatry 

has shared in, and to some extent led, the dispersal 
of responsibility for the treatment and prevention of men- 
tal illness among broad segments of the community. This 
movement harbors within it substantive changes in our 
treatment philosophy. At the same time that it harnesses 
new resources for the battle against mental illness, it 
raises crucial questions about the roles that different 
agencies and disciplines should play. Moreover, it poses 
a sharp challenge to psychiatric education, since it ap- 
pears that the training patterns of the past will not pro- 
duce the ideal community psychiatrist. New molds must 
be designed. While on the one hand striking opportuni- 
ties are afforded for psychiatrists to lead a rN and more 
promising approach to handling the mental disorders, 
there are also some threats to the integrity and identity 
of psychiatrists as physicians. 

To be sure, our modern-day psychiatrist fits the ac- 
cepted image of a doctor insofar as he superintends a 
hospital, teaches in a medical school, engages in re- 
search, conducts a private practice, and makes ward- 
rounds in a white coat. But he goes far beyond this. 
There is evidence that a new persona is crystallizing 
from the activities of many modern psychiatrists, who ap- 
pear to be turning into something like “physicians to the 
community” or “community trouble shooters,” in which 
capacity they administer to, so to speak, the community's 
psychosocial ills. 

It is probably true that the modern community psychi- 
atrist is at the moment more a product of the social pres- 
sures which have been thrust upon him fortuitously than 
he is a product of our present training curricula. At the 
moment, therefore, the picture of community psychiatrists 
in action is rather a hazy one. It will be challenging for 
psychiatric educators in the 1960's to ascertain just what 
roles psychiatrists are being called upon to play in the 
community. It will be their responsibility to modify their 
curricula in order to prepare their students for this new 
role, for if the community psychiatrist of the future is 
given thorough preparation for that role during his medi- 
cal school and graduate training, the danger that he may 
lose his integrity and identity as a physician will be sub- 
stantially reduced. 

The opportunities for exerting our leadership within 
this community movement seem far more exciting than 


the risks are alarming. The climate of professional and 
public opinion is behind it. But we must properly be 
concerned with the nature of our leadership and the spe- 
cial qualities that the psychiatrist as a physician can im- 
part to it. We must be concerned with the clarity of our 
image of ourselves as physicians. We must ask the right 
questions, assign the right priorities, and be prepared, so 
far as possible, to anticipate and accept the products re- 
sulting from our choice. 

Specifically, these guiding principles can help: The 
fostering of closer relationships with all of medicine 
should be the primary consideration underlying all of 
our efforts, to the end that we may muster all of the 
usable resources of medicine in overcoming mental ill- 
ness. In reaching into the community, let us do so, in the 
first instance, through our medical colleagues. In dis- 
persing responsibility for mental illness and health, let 
us do so by focusing our primary efforts on those com- 
munity programs and devices that most nearly reflect the 
consensus of our own profession and of medicine gener- 
ally, as to their soundness. We cannot and must not di- 
vorce ourselves from the vast complex of social and com- 
munity forces that have caught us in their sweep. And 
we should, with more conscious determination, let our 
obligations as physicians be the overwhelming consid- 
eration in relating to these forces. 

In applying our guiding principles to the major ex- 
penditure of our energy in the community, I have sug- 
gested that we rely in the first instance on our medical 
colleagues as our primary channel of communication to 
the community; and that we give the greatest amount of 
our time and support to those programs in the community 
which reflect a consensus of psychiatry and general medi- 
cine as to their soundness. 

In sum, the point is that if we can rally the rest of 
the medical profession behind us and concentrate pri- 
marily on programs based on medical principles and 
practices to be carried out in a medical setting, then we 
might approach the dispersal of responsibility for mental 
illness with a far more confident sense of integrity and 
direction than we can at the present time. 
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UNITY OF ENDEAVOR 


The statement of principles and goals for a Community After-Care Program as 
outlined below by the Camden County Mental Health Association complements 
in a significant manner the established policy of the State Board of Control 
of providing a closer integration of the state hospital facility with community 
resources, with the objective of providing a continuum of services for the patient, 
which, it is to be hoped, will result in the minimum period of disability for each 
individual. 

I believe that just as we have found that hospitalized patients are rehabilitated 
more rapidly when the hospital environment conveys to the patient a sense of 
expectation of rehabilitation, the same patients can more readily complete their 
rehabilitation in the community when the community also indicates its con- 
fidence in the ability of the patient to make such progress. 

It is most heartening to know that more and more communities are displaying 
this confidence. 

V. Terrell Davis, M.D., Director 
Division of Mental Health and Hospitals 
Department of Institutions and Agencies 
Trenton, New Jersey 


STATEMENT OF PRINCIPLES AND GOALS FOR A COMMUNITY AFTER-CARE PROGRAM 


All human beings have the right to an opportunity 
to achieve good physical and emotional health. This 
is e specially true of mental patients. This opportunity 
may be provided in two ways: for some, continued 
care in a protected environment; for others, in a recep- 
tive community which provides services to enable each 
individual to again find his place in society. 

Providing such opportunities is a continuing obliga- 
tion of the hospital, the family, and the community. 


WE BELIEVE that most patients can benefit from 
a planned mental hospital treatment program which 
is directed toward ultimate community readjustment. 
This program should include the involvement of the 
family in treatment and follow-up from admission. 


WE BELIEVE that the community needs some 
planned program of preparation for accepting the dis- 
charged patient back into the community. The Mental 
Health Association should exert leadership in the 
development of community interpretation and educa- 
tion and should encourage the cooperation of related 
agencies interested in the care of patients. 


WE BELIEVE that the discharged patient should 
have the opportunity for continuing counseling and 
care as needed. This program should provide: 

1. Interim resocialization services such as a half- 
way house and/or fountain house which would 
include information and referral services. 

Social services which include counseling, main- 
tenance, and housing, in accordance with need. 


bo 


3. Employment counseling, vocational retraining, 
rehabilitation, and educational services. 

4. Recreational services. 

5. Psychotherapy follow-up. 


WE BELIEVE that the responsibility for treatment 
and care of the mental patient is that of the hospital 
until the patient is ready for discharge. 


WE BELIEVE that a major part of the hospital's re- 
sponsibilty in completing the patient's return to the 
community lies in the appropriate utilization of com- 
munity resources. 


WE BELIEVE that the patient’s needs are best served 
by personalized referrals from the hospital which 
offer considered recommendations relating to the 
patient’s diagnosis, rehabilitation goals, and present 
potentials for social adaptation and work adjustment. 


WE BELIEVE that after referral, continued com- 
munication between the mental hospital and the com- 
munity resource is essential to the rehabilitation of the 
patient. 


WE BELIEVE that there must be no clear line of 
demarcation between the hospital and after-care 
services. Total rehabilitation of the patient entails 
application of the concept of continuing care with 
adequate communication in which the totality of serv- 
ices involved constitutes an integrated therapeutic 
program. 


Camden County Mental Health Association, N. J. 
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THE STATE HOSPITAL STEREOTYPE 


By ROBERT C. HUNT, M.D., Director 
Hudson River State Hospital 
Poughkeepsie, New York 


ED. NOTE: The following presentation was made at the 
October 1959, meeting of the A.P.A. Commission on 
Long-Term Policies. It is printed here, with the permis- 
sion of the author and of the Commission, in order that 
readers of Menta Hosprrats may have an opportunity 
to read and react to Dr. Hunt's views. 


WOULD LIKE to focus my remarks on the state hos- 

| pital stereotype, the harm done by this stereotype, 

and the role played by the American Psychiatric Asso- 
ciation in the care and feeding of the stereotype. 

One of our most serious state hospital handicaps is the 
difficulty in recruiting professional personnel. Of course, 
everyone has recruitment problems; there are not enough 
good brains to go around. But I am sure you will agree 
that the state hospitals have one of the hardest recruit- 
ment jobs. Some of our hospitals are getting to the point 
where increased appropriations would do us little good, 
as we are unable to fill present positions with competent 
personnel. There are, of course, many reasons for this 
but one of them is the stereotype of the state hospital as, 
at worst, a snake pit and, at best, a mere custodial insti- 
tution with no treatment, no dynamics, no real psychiatry. 


The Narrow Couch 


Closely associated with this is a companion stereotype, 
a conceptual model of psychiatry as being primarily the 
psychotherapy of one patient on a couch. Activities other 
than psychotherapy are considered second-rate, just 
boondoggling on the fringes. Patients who are not suit- 
able for psychotherapy are rejected as not really being 
within the psychiatrist's area of interest and competence. 
To those who hold this narrow idea of psychiatry, much 
of what we do for our patients in state hospitals may be 
good medicine and good sociology but it is certainly not 
psychiatry. 

The stereotype of the state hospital as a nonthera- 


peutic custodial institution has, in recent years, become 
so firmly imbedded that it is widely accepted as axio- 
matic, as self-evident. No serious young professional 
knowing only this stereotype is willing to acquire or prac- 
tice his skills in a state hospital setting if he can possibly 
get anything else. 


The Growth of a Concept 


How has this state hospital stereotype been created 
and perpetuated? The public press has, of course, had 
something to do with this unfortunate image. But many 
of our professional psychiatric leaders have also helped 
build up the stereotype. I have direct personal knowl- 
edge of professors of psychiatry in three medical schools 
in New York State who systematically convey to their 
students and residents a concept of the state hospital as 
a nontherapeutic snake pit to which they should never 
send a patient who has any hope of benefiting from 
treatment. Dr. Harry Solomon's presidential address at 
San Francisco still rankles. I, for one, have become con- 
vinced since then that he did not mean it the way it 
sounded, but it did sound the way it sounded, most con- 
demnatory of us and our works. And this was only the 
latest of a long parade of similar performances. At least 
three other members of this Commission have made 
public statements which help to perpetuate this stereo- 
type of the state hospital. 

It should be confessed at this point that state hospital 
people, myself included, sometimes make critical remarks 
about our own work not too different from what we are 
complaining about. But that’s different; it is self-criticism 
within the family. Many of our colleagues strongly resent 
what looks to them like unsympathetic kibitzing from the 
sidelines. We may be entirely wrong in our feelings, but 
too many of us who are working in state hospitals feel 
ourselves forsaken by the very people who should be our 
friends, feel that too many of our professional leaders are 
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out of touch and out of sympathy with what we are 
doing. They are not personally involved, yet presume to 
tell us our business. 

State hospital people are constantly speculating about 
what motivates these “attacks” on us by our supposed 
friends. A common legend is that it is simply commercial 
competition, that psychiatrists in private practice are try- 
ing to build up their own business by running down their 
competitors. Now this stereotype is ridiculous too, but 
the persistence of the legend is evidence that we feel so 
strongly and so bitterly that we are unable to be objec- 
tive about the stereotyped criticisms. 

What can the American Psychiatric Association do 
about all this? It is certainly not A.P.A. policy to create 
and perpetuate the snake-pit stereotype. In our calm 
moments we know that most of our critics are men of the 
utmost integrity, sincerely convinced that they are only 
trying to help. How can they then make these state- 
ments which sound to us state-hospital people like child- 
ish ignorance, if not wanton cruelty? I suggest that too 
often they simply do not know any different. Since they 
really know nothing about the state hospitals, they too 
easily accept the stereotypes as true. I suggest that we 
need to make the most serious efforts to bridge the very 
real and very wide gulf between the major branches of 
psychiatry, that we must somehow start sharing our 
thinking more, get to know each other better, so that we 


THE BIG HOUSE 


By DR. WHATSISNAME 


MM EXECUTIVES want their empires to grow. Bigger staffs mean more 
prestige and higher salaries. Superintendents of public mental hos- 


can substitute real understanding for the sterile stere- 
otypes. The Mental Hospital Service and the Mental 
Hospital Institutes are not enough. These have been mag- 
nificent contributions by the A.P.A. but they can also be 
regarded as generous charity to the Indians on the reser- 
vation, to the poor country cousins who are not really ac- 
cepted as members of the family. We are not satisfied 
with separate but equal facilities; we think we should be 
fully integrated. 


A Bridge to Understanding 


Rightly or wrongly, there is a feeling among state-hos- 
pital people that we are very inadequately represented 
in the A.P.A., on committees, in Council. Of course, this 
is partly our own fault; many of our people do hang 
back and keep too much in the background. But then 
we are not too sure of our welcome. Ordinarily, I do not 
like the idea of special representation by special interest 
groups on governing boards. But I do suggest that right 
now American psychiatry and the American Psychiatric 
Association are up against very serious divisive forces 
that call for very special efforts to heal the breach. One 
way of going at this might well be a deliberate campaign 
to get more participation in A.P.A. affairs by state-hos- 
pital people. If we could only get to know each other 
better, it might go a long way toward solving some of our 
problems. 


pitals, however, are likely to be in the van of crusaders for smaller institu- 
tions. There are various theories as to the proper size of a mental hospital— 
some say 500 beds, some 1000, few say more. Justification for demanding 
smaller hospitals is generally based on ease of administration. 

Has anyone asked a patient? We suspect that, to the patient, one of the 
most impressive things about a public mental institution is its size. Almost 
everywhere the public mental hospital is the largest structure in its munici- 
pality or county. Indeed such a hospital may well be the largest installation 
in the state. We take this for granted, but it must be a remarkable experi- 
ence for a patient to be lifted from the tiny unit of home or family—or from 
the relatively small unit of the general hospital or home for the aged—and 
dropped into the largest institution in the community. Nothing as gigantic 
as a public mental hospital has ever before been in the ken of the average 
patient. The corridors must look endless; the distance from a ward to a 
library, canteen, or recreation room must seem tiring. A 500-seat dining 
room, for instance, can be a breath-taking experience to one who has never 
known anything larger than a 10-table restaurant. 

In asking for smaller hospitals, we can add this to our administrative 
reasons. The vastness of the typical hospital makes the patient’s acceptance 
of it that much more difficult. Bad things too often come in big packages. 
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A. P. A. Services to Hospitals 


REQUIREMENTS FOR 


| THE FUNDAMENTAL PRINCIPLES of “Standards for 
Hospitals and Clinics” it is stated: “A physical 
plant should be provided, free from hazards, properly 
equipped, and with adequate space for the comfort and 
scientific care of the patients. New mental hospitals 
should be constructed in locations readily accessible to 
the population they are intended to serve and preferably 
in close proximity to medical schools or similar centers 
of medical activity.” 

Buildings should be provided for living quarters for 
patients and employees, for recreational activities, and 
for administrative service functions. Grounds should 
be of sufficient size so there is adequate outdoor rec- 
reational space and buildings are not crowded together. 

Structures housing patients should provide 70 square 
feet of floor space per bed, except in single rooms which 
should provide 80 square feet. In addition, there should 
be 40 square feet of dayroom and recreational space 
per bed if patients are ambulatory, and from 10 to 30 
square feet per bed for physically ill or nonambulatory 
patients, depending on the circumstances. There should 
be one washbasin for each six patients, a toilet for every 
eight patients, a bathtub or shower for each 15 patients, 
and each ward should have a drinking fountain and 
one or more dental basins. One urinal or sani-stand 
may be substituted for one toilet, up to one-third of the 
total number of such fixtures. There should be at least 
one washbasin in each toilet room. Showers or toilets 
should preferably be in individual stalls for privacy. 

There should be one or more clothing rooms on each 
ward, with individual lockers or boxes for each patient. 
Ideally, each patient should have a locker or stall with 
hanging space for coats or suits; a shelf or drawer for 
underwear, socks, shirts, or other small items; and a 
drawer, preferably with a lock, for personal items. There 
should be a nurses’ station on each ward, with desk 
space, a closet, a toilet room, and a locked medicine 
cabinet. There should also be a nurses’ utility room, 
the size and furnishings of which will depend upon the 
type of patient to be cared for. A supply closet, a jani- 
tors’ closet with slop sink, and a linen closet complete 
the essential ward requirements, unless the patients are 
to be fed on the ward. If so, a serving room will be 
needed and also a dining room, except where all the 
patients are bedfast. 


Safety Measures 


All buildings housing patients or frequented by them 
should be of fire-resistant construction and should be 
easy to evacuate if this becomes necessary. They should 
have a standpipe and hose, as well as fire extinguishers. 
In multistoried buildings, there should be exterior fire 


THE PHYSICAL PLANT 


By CHARLES K. BUSH, M.D. 
Chief Inspector, A.P.A. Central Inspection Board 


escapes, and interior stairways should be of metal and 
so enclosed that they can be used as fire escapes. Build- 
ings which are not fire resistant should bé protected 
with automatic sprinkler systems and automatic fire 
alarms. Fire drills should be held at least monthly and 
patients should participate so that they will know what 
to do in case of a real fire. In buildings of more than 
three floors, elevators should be provided. 


Special Buildings 


An admissions building should be provided for the 
care and intensive treatment of new patients. This 
should be fairly close to the medical-surgical building, 
since the complete work-up of the patient will require 
the use of some of the hospital facilities. There should 
be several wards or nursing units in the admissions 
building in order to segregate the patients by classifica- 
tion (disturbed, quiet, depressed, convalescent, etc. ). 

Buildings for convalescent patients are usually open, 
with many single and double rooms. Such _ patients 
should be preparing for discharge and so should be 
taking considerable responsibility for their own living 
quarters and activities. 

The so-called “continued-treatment buildings,” gen- 
erally for chronic custodial cases, should provide ample 
living and play space, especially if they are locked 
buildings. If these are to be the patients’ residences 
for considerable periods of time, they should be home- 
like and comfortable. 

A few points about service buildings: The power 
house should have an emergency generator of sufficient 
capacity to furnish lights for the power house, operating 
room, and amusement hall. The laundry is best planned 
by laundry experts, such as the American Institute of 
Laundering. Maintenance shops should be in a separate 
building, preferably in connection with a salvage yard 
and a machinery storeroom. The use of basement areas 
under patients’ living quarters or the use of abandoned 
buildings for this purpose are mentioned only to be con- 
demned. The garage should be ample and should ser- 
vice all vehicles. The storehouse should not be crowded, 
even when quarterly shipments are received. 

Quarters for employees should be in separate build- 
ings and not on the top floors of buildings for patients. 
During their free hours, employees deserve to be away 
from patients. The number of cottages, apartments, 
and rooms provided should depend on the number of 
employees wishing to live in. 

Although it is true that patients can be treated in a 
barn, if necessary, it is also true that a better job can 
be done in pleasant surroundings “with adequate space, 
properly equipped, and free from hazards.” * 
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Primary Functions in a Mental Hospital 


N ATTEMPTING to institute a rational formal organiza- 

tion within a mental hospital, it seems reasonable 
to start by outlining some facts and answering some ques- 
tions about the key person within the organization—the 
patient. After all, if there were no patients there would 
be no hospital. The patient's right of membership in the 
hospital organization arises from the fact that he makes 
an essential contribution to it. His minimum contribution 
is to remain alive and ill, in other words to exhibit the 
signs and symptoms of life and illness. For this involun- 
tary contribution, he is granted the right to be in the 
hospital, to be cared for, and to be treated. As he im- 
proves and is able to make a voluntary contribution to 
the organization, his rights must increase as payment fer 
this additional contribution. If his privileges and rights 
are not increased, the patient can be neither expected 
nor obligated to make a voluntary contribution by doing 
things for himself and for the ward, that he was previ- 
ously unable to do because of his illness. 

As to why patients go to a hospital, the usual answer 

“because they are ill.” But inany ill persons do not go 
ra a hospital. The pertinent question, then, should be, 
why does this particular person need to go to a hospital? 
At least three answers can be given to this second ques- 
tion: (a) Factors in the environment of the * ‘patient- -to- 
be” — it impossible to care for him elsewhere. These 
factors run from financial difficulties, through the lack of 
concerned people, to fears of the effects of illness. (b) 
The special facilities of the hospital enhance the effici- 
ency with which his recovery is brought about in both 
time and quality, e.g., ope rating theaters, occupational 
therapy areas, etc. (c) His Snes threatens him and his 
society, e.g., typhoid fever, diphtheria, intoxications, de- 
pressions, etc. These threats can be broadly divided into 
two tvpes, physical and psychosocial, both of which can 
and do threaten individuals and societies at one time cr 
another. 

The first two answers, and, in some instances, as a 
result of his illness, the third, imply that the “patient-to- 
be” is no longer able to fulfill all the functions necessary 
in caring for iene. These functions include breathing, 
feeding, eliminating, dressing, washing, communicating, 
and so on. The purpose of caring for oneself is to pre- 
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serve one’s physical and psychological selves within the 
limits acceptable to one’s society. 

When the third answer is given as the reason, the hos- 
pitalization will generally hav e been implemented follow- 
ing a legal decision that has not been made primarily for 
the beneiit of the “patient-to-be.” It is legal in that it is 
right in this society, ie., good for the majority, even 
though it may be bad for the individual so admitted. An 
example of this type of admission is that of a person 
suffering from an infectious disease, a disease which does 
not necessarily incapacitate the sufferer to a degree re- 
quiring hospitalization for his own benefit, but which is 
potentially dangerous to other, noninfected people. A 
person suffering from such a disease will be confined to a 
hespital even though dependent care is not necessary and 
confinement is harmful to, for example, his business inter- 
ests. Such people require custody rather than care, the 
difference being that, in custody, limits to the behavior 
and freedom of the person are externally applied with 
or without the individual's agreement; with interdepend- 
ent and dependent care, these increased limits are inter- 
nally applied, being recognized by the patient as a 
reaction to and a result of his illness. 


*Patienting” and Caring 


A person requiring care for the preservation of his 
total self needs the assistance of and is dependent upon 
someone else. Responsibility for his care must be assumed 


_and carried out by at least two persons, the patient him- 


self and the nurse,* the sum of the joint functions or 
responsibilities of the patient and nurse remaining con- 
stant while this purpose is being fulfilled. Such a formu- 
lation allows us to postulate the differences and similari- 
ties between general and psychiatric nursing, while at 
the same time pointing out their interdependence and 
their potential operational conflicts. The purpose of gen- 
eral nursing is primarily the preservation of the patient's 
physical self, while that of psychiatric nursing is the 
preservation of the psychological self. That the opera- 


°The term “nurse,” as used here, includes all those gen- 
erally classified as aides, attendants, nurses, ward-care 
personnel, etc. 
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tions necessary in fulfilling these two purposes can come 
into conflict will be obvious to anyone who has cared for 
a suicidal patient. 

The precipitating factor leading to the need for hos- 
pitalization remains, of course, the patient's illness. As 
his condition improves he can undertake an increasing 
amount of responsibility for his own care, because he 
becomes able to perform successfully an increasing num- 
ber of those functions necessary to preserve himself 
within society. Thus a progressive, mutually agreed 
change in the allocation of responsibilities between the 
nurse and patient is essential if this relationship is to 
remain stable and the patient is to improve. This change 
is similar to the periodic, progressive reallocation of 
responsibilities that occurs in the child-parent relation- 
ship as the child matures, and in the teacher-pupil rela- 
tionship as the pupil progresses. Where, for any reason, 
and there are many which we need not go into here, 
the nurse does not or is unable to relinquish responsi- 
bility to the patient, the status quo can be maintained 
only by the application of external controls. 

The giving up or handing over of responsibility to 
some other person within our enterprise is sometimes 
experienced as a loss of status. Any loss of status is felt 
as a threat to the self and is resisted by the loser. A 
threat to the self occurs any time our position within a 
group or society is lowered by decreasing our respon- 
sibility or functional contribution, particularly when such 
a change is not understood as being necessary to the 
attainment of the goal of the enterprise. Because the 
nurse’s role involves just such alterations in responsibili- 
ties in her relationship with patients as they attempt to 
reach their joint goal, conflicts are likely to arise, par- 
ticularly in cases where the nurse is inadequately trained. 
With the application of controls by the nurse or patient 
aimed at maintaining the status quo, dependent or in- 
terdependent care and therapeutic care will change and 
become custodial care. 


Administering 


So far we have spoken about two functions, “patient- 
ing” and “caring,” and have noted that the sum of re- 
sponsibilities of those fulfilling them, the patient and the 
nurse, remains a constant. Further we have noted the 
potential conflict between these two role-takers, due to 
the need for progressive changes in responsibilities if 
the goal of the enterprise, i.e., the preservation of the 
total self, is to be attained. In order to avoid and resolve 
such conflicts, a third function is necessary, that of ad- 
ministration. Its purposes are the organizing, coordinat- 
ing, and evaluating of the functions of the nurse-patient 
enterprise so that it may succeed. 

Theoretically, this patient-nurse-administrator trium- 
virate is the smallest and most critical unit within the 
hospital. The purpose of this unit is the preservation of 
the psychological and biological selves of the nurse and 
patient and the social betterment of the patient as his 
illness improves, or in spite of his illness—social better- 
ment in the sense of increasing his ability and respon- 
sibility to care for himself and make a contribution to 
his society, the hospital, for which he can and will be 
granted a status that is acceptable to both himself and 


the nurse. It may appear a little extreme to include the 
preservation of the nurse’s “self” as part of the purpose 
of this unit. On examination, however, it becomes clear 
that this is essential to the total purpose, because the 
patient is a constant threat to the internal stability of 
the nurse and because the nurse-patient relationship 
must be a changing one if the third purpose of the unit, 
the social betterment of the patient, is to be fulfilled. 
The patient may threaten the nurse with physical viol- 
ence, but this is relatively rare, and occurs, in my experi- 
ence, primarily as a response to rising anxiety that is 
threatening the patient with panic. Rarely does a patient 
who is purposefully angry strike a nurse. Much more 
potent is the threat posed to the mores of the nurse 
by the patient’s behavior changes. When a patient breaks 
a mos, the nurse almost automatically applies sanctions 
in her attempts to persuade him to “behave properly.” 
Such sanctions are frequently experienced by the patient 
as a rejection, or potential rejection, to which he will 
respond with threats, withdrawal, or anxiety and_ its 
resultants. 

In the mentally sick, vagaries of behavior usually do 
not respond in the expected manner to sanctions,and 
therefore they pose an even greater threat to the nurse 
and make it additionally important that the preservation 
of her “self” be included as part of the purpose of the 
basic unit. 


Treating of Disease 

In order to achieve the total purpose of the hospital, 
an additional function must be introduced—the treating 
of disease. Mental diseases manifest themselves in the 
social behavior of the sick person who lives in a society 
which responds to that behavior. This response-counter- 
response pattern can maintain, improve, or make worse 
the behavior of the patient. Judgments as to whether 
behavior is better, acceptable, or worse, depend on the 
mores of the particular society or group in which the 
individual finds himself. In any adjusted social system or 
group, a complementarity of expectations and obliga- 
tions exists. This complementarity can be altered in 
either of two ways. First, society can alter its expecta- 
tions of and the obligations of any one individual. Such 
an alteration will necessitate a readjustment on the part 
of the individual if he is to remain a member of that 
society or group. Second, if an individual for any reason 
alters his functional contribution to his society, it will 
have to readjust to him if it is to accept, and give the 
appropriate recognition to his new responsibilities and 
functions, from which stem his new obligations. 

If we accept the above statement, it follows that there 
are two possible ways in which a patient’s behavior 
can be modified for the better—better in the sense that 
he will be able to live more comfortably in society, and 
society will be more comfortable with him as a member. 
These two ways are: (1) Changing the patient’s internal 
environment by individual therapy, e.g., drugs, opera- 
tions, electro-convulsive therapy, etc. (2) Changing the 
patient’s external environment by milieu therapy, e.g., 
ward betterment committees, ward government, open 
doors, socials, work assignments, alterations of expecta- 
tions and obligations. 
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The total treating function must therefore be con- 
cerned not only with producing changes in the patient, 
but also with ‘producing the necessary complementary 
changes within the environment. If it ‘does not do this, 
the patient will be placed in an intolerable position if he 
is to remain in the hospital and improve. Where he 
attempts to change and his immediate society, the ward, 
does not accept and readjust to this change, he will be 
forced to leave the ward, give up his attempts to change, 
or deal with his resultant anxiety. Similarly, if the society 
changes and the patient is unwilling or unable to change 
or readjust, he will be faced with comparable alterna- 
tives. In neither case will the purpose of the ward be ful- 


‘incontinent wards... 
free odor” 


erifil tablets 


A new study' of 170 incontinent psychiatric patients proves DERIFIL 


Tablets effective in controlling ward odors. With oral administration of 


high-potency DertFiL Tablets, 


so that, from an odor standpoint, the incontinent wards were virtually 


indistinguishable from other wards.” In an earlier study, DERIFIL was 


termed “ 


easily administered, economically feasible....”” 


fecal and urine odors disappeared, 


..a product of significance to the mental hospital....effective, 


filled, nor its goals and the goal for the individual patient 
be attained. 

There are, therefore, five primary functions, each of 
which is essential to the attainment of the hospital's pur- 
pose and goals. These five primary functions are: 

1. “Patienting” 

2. Caring 

3. Administering 

4. Individual Therapy 
Milieu Therapy. 
These five functions, when organized, compose the basic 
administrative, social, and therapeutic unit of the hos- 
pital. In practical terms, this unit is the ward, each of 
these five functions making its contri- 
bution to the ward purpose and goals. 

All other functions included in the 
usual hospital organization and struc- 
ture — dietetics, occupational therapy, 
accounting, volunteer visiting, etc. — 
are supportive or secondary to one or 
more of these primary functions. Their 
purpose is to assist these primary func- 
tions so that the hospital’s purpose 
may be fulfilled and its goals achieved 
more expeditiously. Two further func- 
tions must be mentioned, research and 
training. These are mentioned sepa- 
rately because their purpose is to bet- 
ter the operations of the primary 
functions, whereas the purpose of the 
secondary functions is to assist the 
primary functions at their best level 
of operations. 


General Considerations 


The functional unit of organization 
as it involves these five primary func- 
tions having been defined and clari- 
fied, it becomes the responsibility of 
the senior hospital administrator to 
delegate authority to competent indi- 
viduals so that they may carry these 


Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), Deririt Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 

Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 
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functions out, and to define the rela- 
tionships of these individuals within 
the structure. In practice, these rela- 
tionships will be expressed in the type 
or types of communications that the 
role-takers have the right to use in 
their formal professional interactions. 
Basically, these communications are 
three in number: orders, advice, and 
information. Once the primary func- 
tions have been dealt with, the organi- 
zation and coordination of the second- 
ary, supportive functions become 
relatively simple. 

Whether the administrator dele- 
gates authority to an individual to car- 
ry out one or more of these functions 
is immaterial, if the individual is com- 
petent. The definition of professional 
competence can be affirmed and vali- 


i 
| | i 
ae 
| 
| a 
J 
| 
sf 
| 
| 
| 
| 
| 
| 


removes the bars between patient and psychiatrist 


Tri lafom help: avoid apathy of sedation 


perphenazine 


controls tension while maintaining a clear sensorium 


Tri laton helps the psychotic 


perphenazine 


function more effectively—shortens hospitalization’ 


’ Responsive psychotic patients on TRILAFON exhibit “...dramatic gaining of insight and 
appropriate judgement...clarity of thought and a clear understanding... te 

Available as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 
administration, precautions and contraindications. 


References: (1) Ayd, F. J., Jr.: New England J, Med. 261:172, 1959. (2) Morgan, D. R., and van Leent, J. PR: M. J. Australia 45:696, 1958. 


S-416 


istrat 
tence 
and i 
comi 

is 

It is 

perf 
Pers« 

. 
sion 
nons 
that 
pete: 
Us 
will 
flicts 
ing 
pers¢ 
| ae be d 


dated only by professional peers. The professional admin- 
istration requires advice, therefore, in defining the compe- 
tence of individuals in other professions; hence the need 
and importance of medical and other hospital professional 
committees as advisory bodies to the administrator, for 
without such advice he cannot administer competently. 
It is preferable to delegate authority to individuals to 
perform functions, the purposes of which do not conflict. 
Persons trained to serve in the “Greater Medical Profes- 
sion”® are competent to perform certain specific and 
nonspecific functions—nonspecific functions being those 
that a number of other professional groups are also com- 
petent to carry out. 

Using this basic functional analysis, the administrator 
can vary his operations to suit his available resources. It 
will allow him to disengage himself from the many con- 
flicts raging in the “Greater Medical Profession” concern- 
ing who should do what, and so enable him to use his 
persounel resources most effectively, to organize his own 
hospital rationally, and to remove his dependence on 
other organizations. Viewed in this way, it becomes 
understandable how and why many apparently widely 
different hospital organizations can fulfill the same pur- 
pose and attain the same goals despite differences in the 
types and numbers of staff employed, and how each type 
is used. 

The administrator need no longer be involved or con- 
cerned about what social workers, psychiatrists, nurses, 
etc., should or should not do. All he need concern him- 
self with is what functions require fulfilling, and what a 
particular doctor, nurse, (or group of doctors, nurses, 
psychologists ) is competent to do. Having learned this, 
it is then his duty and right to tell the doctor, nurse, psy- 
chologist, etc., what function he will be required to fulfill 
within this organization. In so doing, the administrator 
informs the doctor what areas of his total competence 
he will have the right to use, and what areas he will not 
have the right to use within the hospital. 

As an example, a doctor may be competent in the fields 
of general medicine, surgery, and gynecology. However, 
in this particular hospital only a gynecologist is needed. 
If the doctor agrees to this function, authority is then 
delegated to him so that he may act as a gynecologist. 
Authority will not be delegated to him to function as a 
surgeon or internist, even though he is competent to do 
so. He now has the right within this hospital to act as a 
gynecologist but does not have the rights of, and so can- 
not act as, a surgeon or internist within this hospital. 

Another example is that of a psychologist who is com- 
petent to apply and assess psychological tests, to carry 
out psychotherapy, and to do research. Authority must 
be delegated to him so that he may fulfill one or more of 
these functions, for without authority he cannot act. A 
secondary function of testing patients is needed at this 
time. Authority must then be delegated to this psycholo- 
gist so that he may fulfill this function. Authority will not 
be delegated to him to do research and to treat patients, 
even though he is competent, because these functions are 


already being adequately fulfilled in this hospital at this 


*Fox, T. F., “The Greater Medical Profession.” Tue 
Lancet, October 13, 1956, p. 779. 


time. His formal institutional status and relationships 
will depend on and be defined by his functional contri- 
bution to the institution, not on his total competence, or 
on the professional discipline to which he belongs. 

This distinction between an individual’s total compe- 
tence and the area of that competence which he has the 
right to use in a particular organization must be clearly 
defined by the administrator if the organization is to be 
optimally effective. If the administrator does not fulfill 
this obligation, chaos and conflict within the organization 
are the inevitable result. 

One further point must be made. The administrator 
has the right and obligation to define function and dele- 
gate authority to persons so that they may fulfill the 
function or functions which have now become their 
responsibilities. He cannot, however, have the right to 
direct their operations, that is, how they will perform 
their functions. Direction of operations implies incom- 
petence on the part of him directed and therefore a lack 
of responsibility. Needless to say, an individual cannot 
be held responsible for a function which he is incom- 
petent to fulfill. ak 


FACTORY WITHIN A HOSPITAL 


Eighteen months ago, factory work was started in 
Goodmayes Mental Hospital, Essex, England, according 
to an article in the December 26, 1959, issue of the Jour- 
NAL OF THE AMERICAN MEDICAL ASSOCIATION. “The ob- 
ject,” reported the JourNAL, “was to provide some form of 
activity for the patients and remuneration to add interest 
to the work. The scheme was so successful that it was ex- 
panded to provide paid work for about 150 patients. 
Originally 36 chronic, refractory, and deteriorated men- 
tal patients, most of whom were schizophrenic, were 
found working, although they were not compelled to do 
it. They were given mica to split and sort. Simple jigs 
and equipment were provided for the work. Payment 
was based on output, and when this could not be con- 
veniently estimated the output of a team was calculated. 
The patients have split 750 kg. of mica, made 150,000 
boxes and 10,000 carrier bags, stuck 44,000 labels, painted 
several hundred toys, and counted and bundled millions 
of punched-out cardboard shapes from which boxes are 
made. In the first year these patients earned $870. The 
rates of pay are low, but money provides an interest and 
incentive. 

“After a year’s employment in the hospital the average 
patient slept better; was less restless, talkative, and ag- 
gressive; worked with less supervision than at the conven 
tional, hospital occupational therapy; and was more co- 
operative and friendly. About 75 per cent of the patients 
judged on these criteria were improved and the rest un- 
improved or worse. The latter group was passive, inert, 
and lacked the will to do anything, but few patients now 
sit idly about, and quarrels between the patients are in- 
frequent as most of them are too occupied with their 
work. Arrangements were made for selected patients to 
go to factories outside the hospital to work for short pe- 
riods under protected conditions.” kkk 
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PROBLEMS 


In An Emergency Psychiatric Clinic 


By M. DONALD COLEMAN, M.D. 
Albert Einstein School of Medicine 
Yeshiva University, New York City 


I 1956 THE NEWLY FORMED Department of Psychiatry 
at the Albert Einstein School of Medicine decided 
to form a Psychiatric Emergency Clinic as part of the 
outpatient facilities at Jacobi Hospital in the Bronx, New 
York. Behind this was the concept that if concentrated, 
short-term, psychiatric care were made available, it would 
produce radical changes in the type of patients the clinic 
saw, and vastly increase its scope of effectiveness, by 
preventing many hospitalizations or further personality 
decompensations. 

We felt this was an area which was being overlooked 
by American psychiatry in its attempts to meet almost 
inexhaustible community pressure for long-term psycho- 
therapy and better psychiatric hospitals. Certainly it 
seemed wrong for our clinics to operate, offering only 
two therapeutic choices—long-term psychotherapy or 
hospitalization. We felt that there were enormous num- 
bers of psychiatric patients who needed neither, but who 
could benefit from brief, flexible treatment. 


Prevention and Care 

Over the past three years we have been gaining experi- 
ence which confirms this. We are seeing many problems 
long before they are deeply incorporated into the per- 
sonality, which consequently makes them more amenable 
to brief psychotherapeutic intervention. The availability 
of our clinic has prevented numerous hospitalizations, not 
only because we have given specific therapy to the pa- 
tients, but also because the availability of around-the- 
clock care without appointments allows the psychiatrist 
and the patients and their families to feel more com- 
fortable about the outpatient treatment of many illnesses 
which would generally require hospitalization. 

However, the clinic, although satisfying many com- 
munity and patient needs, has also created numerous 
staff complications. 

One of the most interesting difficulties we have had to 
cope with has been the unpopularity of this service with 
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our residents. The reasons for this are quite complex, 
but they afford great insight into some of the conflicts 
which have resulted from the impact of psychoanalytic 
training on psychiatric practice in this country. It is 
strikingly evident, for instance, that the residents do not 
respect the work they do on the service. This appears 
to be due to a somewhat, but not altogether, distorted 
idea of the analytic model, where the therapist spends 
long periods of time listening passively to the patient, 
and where the major emphasis is placed on insight. 

Thus, immediate, active intervention, often without 
the wealth of data available to the analyst, is disturbing 
to the resident, especially where major therapeutic ef- 
forts are made in the areas of supporting defenses, aiding 
repression, and doing social manipulation. He does not 
feel this to be the form of treatment practiced by his ego 
ideal. Furthermore, the utilization of such a factor as 
manipulation of the transference tends to evoke concepts 
of magic or omnipotence, from which many residents re- 
coil as if this were unscientific and not a worthy use of 
what has been so painfully learned about transference 
phenomena. 


Analytic Supervisors 


To deal with this problem, we have arranged special 
supervision of the residents’ emergency clinic work. The 
supervisors are either senior analysts or candidates in 
analytic institutes. By their very interest and enthusi- 
asm, and the revelation that they too continue to see 
patient-problems of this type, even if the majority of 
their patients are analytic, we are attempting to give 
the resident a somewhat different picture of the analytic 
role in private practice. The analyst will, of course, 
communicate his interest in therapeutic measures other 
than by insight; particularly since these supportive mea- 
sures are so frequently necessary in analyzing very com- 
plicated, borderline, or definite character problems, which 
are being treated with increasing frequency by analysis. 
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One very realistic problem with which the residents 
have to contend is their lack of experience. As Stone*® 
points out, a good psychotherapist should have previous 
training in analysis in order to understand the complexi- 
ties of the psychotherapeutic situation. This statement, 
with its implication that good psychotherapy, because of 
the limitations of time and material, demands more 
acuteness on the part of the therapist, has even greater 
meaning in emergency psychotherapy. Here the psychia- 
trist must bring to bear a vast amount of theoretical 
knowledge and clinical experience in just a few sessions 
with the patient. 

Although only third-year residents staff our clinic, it is 
clear that the demands placed upon them cannot always 
be met, but most of them proceed satisfactorily, within 
varying levels of performance. Nevertheless, all complain 
that their day in the emergency clinic is the hardest day 
they have. This is probably a result of the anxiety cre- 
ated by the need for skills which they have only begun to 
develop. There is certainly a deeper meaning here, for 
one might easily expect the resident to respond to this 
intellectual and emotional challenge with zest and ag- 
gressiveness, rather than with anxiety and avoidance. The 
answer to this problem may possibly be found in the 
personality types of those who choose psychiatry as a 
career. 


Growing Patient Volume 


Oddly enough, what is most vexing about the clinic is 
its overwhelming success. We have constantly to face a 
growing volume of new patients who need our services, 
and today between 140 and 160 new patients are seen 
each month. Yet we cannot have a waiting list, since this 
would change the entire character of our clinic. More- 
over it is unthinkable, if we are to adhere to our purpose 
of allowing patients to see a psychiatrist at the time the 
problem is either incipient or acute, without interposing 
any barriers. So we must have a staff available to meet 
the demand. 

Until recently we found we could meet this demand 
by obtaining more third-year residents and also by in- 
creasing the length of time they devote to emergency 
service. We now have ten third-year residents, each de- 
voting eight hours a week, to staff our clinic Monday 
through Friday. This means that at any given time there 
are two residents on duty, one of them seeing new 
patients and the other seeing revisits. The services of 
two half-time social workers are necessary to insure that 
a social worker is always available when the clinic is in 
operation. In order to keep up with the patient increase, 
each resident must see an average of four patients during 
those four hours when he is on first call, and an ever- 
increasing number of revisits during the four hours when 
he is on second call. Here are the two snags in our 
operation. Since, on an average day, we operate so close 
to the residents’ working capacity, what do we do on 
those unusual days when eight or ten patients might 
show up during a four-hour period? 

What we have been doing recently is to have each of 


*Stone, Leo, “Psychoanalysis & Brief Psychotherapy,” 
PsYCHOANALYTIC QuarTERLY, Vol. XX 1951, pp. 215-236. 


the residents set a limit on the number of new patients 
he can see in any day. If more come in, they are asked 
to come back the next day or are referred to the emer- 
gency room, if very urgent. Unfortunately, this shifting 
of some patients over to the next day is very disruptive to 
the entire clinic if it occurs more often than once each 
week. Furthermore, it merely postpones the problem by 
adding to the patient volume of the next day. It became 
evident that we would have to either expand our staff or 
limit the volume of new patients by some means, in 
order to preserve the character of an emergency clinic. 


Screening 


We could not keep expanding our statt and we telt 
that it would be unwise for residents to give any more 
time to this service than they already gave. It was, 
therefore, with great regret that we were forced to insti- 
tute another method of keeping our clinic within a 
manageable volume. We did this by reducing the size 
of the district from which patients are eligible for walk- 
in, outpatient care. We now screen patients and provide 
them with emergency care regardless of where they live 
in the Bronx, but, unless they live in our hospital district, 
we cannot offer them treatment as outpatients. Out-of- 
district patients are put on a waiting list for the emer- 
gency clinic’s treatment services. 

Even more significant is the constantly growing vol- 
ume of revisits the resident must see, a situation caused 
by the increased number of patients helped through one 
crisis, whom he now sees on an irregular basis. We 
have no really effective answer to the revisit problem, 
but we do know that in most of these cases, the time 
allotted for them does not have to be very long. It is 
not unusual for our residents to have nine or ten patients 


scheduled during a single period. 


More Clinics 


It must be obvious that all the measures we have used 
to meet our patient-volume problems are stop-gap in 
nature. The real answer will have to come from a higher 
echelon of community mental health planning, for, in my 
opinion, the answer consists of the establishment of sev- 
eral clinics, similar to ours, in each borough. Each of these 
clinics should be fully integrated with the existing city 
and state mental hospitals. All patients needing any type 
of psychiatric help whatever, would funnel through these 
clinics, which would be capable of treating outpatients or 
referring patients directly to state hospitals if necessary. 

In addition, this would help to free our city-hospital 
wards from their wasteful and demoralizing task of being 
way stations on the path to a state mental hospital. Our 
city psychiatric hospitals could then become active treat- 
ment and diagnostic centers for short-term psychiatric 
hospitalizations. Only this totally integrated approach to 
community mental health problems will be productive of 
long-range goals. A system of fully integrated emergency 
clinics, offering both screening and brief treatment, 
not only promises better psychiatric care for the patients, 
but will probably afford long-term economy in our 
mental health budgets by preventing hospitalization in 
some cases and saving duplication of hospital work in 
others. 
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Kind Hearts ... Common Sense .. . The Will To Serve 


EX-PATIENTS 


Make Good Volunteers 


OCIABLE CUPS OF COFFEE have broken the conversa- 

~ tional ice on the ward and the group of patients 

around the piano are quite gay, calling for their favorite 

songs, some of them singing to a volunteer's accompani- 
ment. 

One young woman has refused to join in, and stands 
alone, apart from the group, staring out the window. 
When the “concert” is over and she has said good-bye 
to her audience, the volunteer walks over to the woman. 
This particular volunteer is a graceful, dark-haired wom- 
an, small in stature. A roman-striped turban, which has 
attracted admiring comments, offers colorful contrast to 
her impeccably tailored gray suit. When she speaks, 
addressing the girl by name, her voice is cultivated, 
softly Southern. — 

“Good-morning, Mrs. Anderson, we missed you this 
morning. Maybe you'll join us next week.” 

“There won't be no next week for me,” the girl retorts. 

“You mean the doctors say you can go home?” 

“Not much they don't. They're not about to let me out 
of their clutches. But I'm going anyhow. This is a free 
country, ain't it?” 

“Oh my dear, have patience. Give the doctors time. 
Your job here is to get well before you go home.” 

Blinding tears defeat the defiance in the girl’s voice as 
she lashes out with two mocking questions: “What do 
you know about it? How would you like to be locked 
up like this?” 

The answer is simple, direct and compassionate. “My 
dear, I do know. I have been locked up like this.” 

In her journal that night the volunteer describes the 
exchange, and adds, “I know what she means. I remem- 
ber. Yes, this is a damnable disease—heart-rendingly 
cruel—but not hopeless . . . not hopeless. I must repeat 
this again and again.” 

Meet Mrs. Henry Blackford of Spartanburg, South 
Carolina—mother, grandmother, widow, responsible citi- 
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By ISABEL SHUMAN, Director of Volunteer Service 
Spring Grove State Hospital, Catonsville, Maryland 


zen, good companion, poet, musician, and victor over 
deep, destructive depressions in four memorable battles 
fought in mental hospitals: six months in 1940, eight 
months in 1945, ten months in 1950, nine months in 1955. 

For the past three years Mrs. Blackford has been a 
volunteer in psychiatric hospitals in New York, South 
Carolina, and, since last October, fulltime here at Spring 
Grove. The patients at one such hospital lost the bless- 
ing of her service after only a few days, because the 
director of volunteers “found out” from her references. 
The policy in that hospital, surely at least as indefensi- 
ble in a therapeutic setting as in industry, states that the 
director of volunteers must reject any applicant with a 
history of hospitalization for psychiatric illness. 


Living Proof 

Martha Blackford and many others who, like her, bring 
experience as psychiatric patients to their work in this 
field, provide living proof of the foresight of Spring 
Grove’s first Volunteer Service Committee. In 1948, this 
committee, comprised of four bold young doctors, stated: 
“It is well known that people who have suffered mental 
disorder and have recovered usually have a much more 
sympathetic understanding of the problems of those who 
are still ill. It is not felt that any discrimination should 
be practiced against former patients.” 

This statement has since been one of the sturdiest 
planks in the platform of Spring Grove’s Volunteer Serv- 
ice Department. A second plank was contributed the 
same year by the Volunteer Service Committee of the 
Mental Hygiene Society of Maryland, composed of the 
social service directors of Spring Grove and three other 
state psychiatric hospitals: “Because human beings have 
the capacity to change, the use they make of themselves 
is much more important than the kind of personalities 
they have. It is the volunteer's use of herself that is im- 
portant to the hospital, rather than the degree of her 
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personal adjustment. For volunteer service to be con- 
structive for patients, the volunteer must be able to ob- 
serve hospital regulations, be responsible about time, and 
be able to give the service assigned to her.” 


Qualifications for Volunteering 


Firmly supported by these two thoughts, Spring Grove 
limits its requirements for volunteers to three simple 
essentials: common sense, a kind heart, and the will to 
serve. The hospital welcomes all applicants who qualify, 
regardless of what life experiences they may report, re- 
gardless also, of other factors which have proved less 
than pertinent, such as motivation and mental health. 

Perhaps it should be confessed at this point that some 
of Spring Crove’s most creative volunteers could not 
have penetrated any psychological screen purporting to 
separate the “mentally healthy” from the “mentally un- 
healthy.” 

This happy policy has won the support not only of the 
hospital’s own professional staff, but also of many com- 
munity psychiatrists, who refer patients to our volunteer 
service. Mrs. Blackford, for example, came at the sugges- 
tion of Dr. John C. Whitehorn, Psychiatrist-in-Chief of 
the Johns Hopkins Hospital, who, in a recent letter, ex- 
pressed his faith that our hospital would be able to “use 
her talents and interests intelligently and appreciatively, 
which is very fine for her.” 

Spring Grove has welcomed Mrs. Blackford’s talents 
and interests for five months now. During this time she 
has worked five days a week, and has visited all over the 
hospital. She has read stories to the children; has ac- 
companied the chaplain in his services by leading 
quavery hymn-singing; has played the piano and led 
group singing on the admissions wards, in the maximum 
security unit, among disturbed men, regressed women, 
and diabetics; and has provided the music for parties 
given by volunteer organizations. Every week she at- 
tends an orientation session for volunteers, and group 
meetings in the admissions building—recently reorgan- 
ized as a therapeutic community. She has eaten in the 
staff cafeteria, relaxing and chatting with personnel up 
and down the administrative chart. She has joined the 
Spring Grove Women’s Auxiliary, and enthusiastically 
attends its meetings. 


The Volunteer Speaks 


And has it been, in Dr. Whitehorn’s words, “very fine” 
for Mrs. Blackford? Let her speak for herself: “In this 
work I have acquired serenity. I have learned to rest, 
to unwind, to take things easy. Wherever I am in Spring 
Grove I find a spirit of friendliness, and as I sit at the 
piano and play, I feel peaceful. I've gained in sympathy, 
understanding, and wisdom. I’ve learned so much—that 
affectionately touching the arm of a patient or extending 
a word of hope is helpful—that the giving of one’s self 
not only aids another, the helper is also helped.” These 
are lessons and rewards to which thousands of volun- 
teers all over the country can bear witness. 

Yes, from time to time we at Spring Grove have had 
trouble with a former patient in our volunteer corps, and 
from time to time we have also had trouble with a vol- 
unteer who had never been a patient but later became 


one, and with a volunteer who had never been a patient 
and never did become one. The trouble is no more than 
must be expected in any work with great numbers of hu- 
man beings in a complex institutional setting. It’s people- 
trouble, not patient-trouble! Yet, there’s so much more 
on the credit side of the ledger. 

There’s a Red Cross Gray Lady who has been spend- 
ing a day a week at Spring Grove for more than ten 
years. She is affectionately called by her first name by 
at least a thousand Spring Grove patients, and greetings 
come from every window of the building she approaches. 
Not long ago she was asked to comment on the changes 
she had observed over her years of service. 

“I just can’t do it, my dear,” she replied. “I don’t re- 
member the old days clearly enough. I used to have my 
shock treatment on Tuesdays and come to the hospital 
as a volunteer on Wednesdays. Consequently, my mem- 
ory’s too fuzzy to be trusted.” 

There are a half-dozen patients in a convalescent cot- 
tage who have been recruited as volunteers by one or- 
ganization. They have added immeasurably to the suc- 
cess of parties on a ward of deteriorated men—and 
gained immeasurably, too. And then there was the 
young woman, due to be discharged from the admissions 
building, who, in a group discussion of volunteer service, 
had this to say: “I don’t trust volunteer organizations that 
draw a line between patients and volunteers and close 
their membership to patients and ex-patients. If they 
think they can help us, why do they think we can’t help 
others?” 


The Patient Expresses Herself 


Below is Martha Blackford’s first expression of interest 
in volunteer service with the mentally ill, composed the 
last time she was a hospital patient: 


I DESIRE 
To be a gentle power in this clinic, 
Moving here and there amongst these 
troubled ones— 
The tortured and the anguished and the sad— 
To speak the helpful word, 
To give the cheerful smile. 


My friends, my friends, 

(As of the passing months ) 

If only each of you could know, 

That I too, once was in Gethsemane, 

Knowing the fear, feeling the loss of self, 

Confused and stumbling thru the strange 
dark pattern of a different world. 


My friends, my friends, 

( As of the passing months ) 

My prayers lean near, 

And try to reach the real of you, 
You—treading alone the border line of dream, 
Cringing against the outer rim of Hell. 


If there are others in psychiatric hospital wards today 
who feel now as Martha Blackford felt then, should 
Spring Grove or any other similar hospital deny them 
the opportunity they desire, if they qualify with kind 


hearts, common sense, and the will to serve? wkk 
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A Family 
Acquaintance 


Day 


By MATTIE GREEN, R.N., M.S. 
Head Ward Nurse 
VA Hospital, Lexington, Ky. 


ero SEE HOW we live,” “to see we are better,” and 
“maybe to get a visit home.” On our ward of 74 
continued-treatment patients, comments like these are 
not uncommon. Our patients have been hospitalized an 
average of 12 years each, and until very recently, few had 
seen more than an occasional visitor during their stay. 
Yet most of them desired visitors. They wanted them to 
see where they lived, their dayrooms, their hobby shop, 
their dormitories. However, fulfilling such seemingly 
small hopes as these presented a king-sized problem. 
Clearly this became a job for our patients’ planning 
committee, consisting of an elected chairman, a secretary, 
a treasurer, and ten member-representatives who con- 
tacted the other patients on their ideas of what they 
would like to do. This group had been activated some 
six months before to plan ward activities, and it had 
already been successful in organizing ward parties, de- 
veloping a ward hobby shop, planning a camping trip, 
and arranging sightseeing tours and picnics. The patients 
had developed better relationships and understanding 
of each other through this planning. 


Plans Are Made 


The committee tackled the problem with some depth 
of feeling—“This is something we can do something 
about.” They requested material to review how such a 
need could be met. The head nurse, the nursing assistant 
(who served the committee as a counselor), and the 
ward physician accordingly instituted a search for point- 
ers and suggestions. 

The committee immediately began to develop plans. 
The feeling was that there was a marked need to inform 
patients’ families and friends of the newer aspects of the 
treatment of mental illness and, more importantly, of the 
need for continued support. 

A date was selected for an open house on the ward, 
for families of the patients, and was designated “Family 
Acquaintance Day.” The committee then proceeded to 
develop a public relations program to help create interest 
in the project. This they did by mailing the hospital 
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weekly paper, The Advocate, to the relatives of patients 
who seldom or never received letters or visitors. A list of 
persons to whom these were to be mailed was obtained 
both from the patients and by the nurse or her assistant 
from the ward files. A form letter was then run off, and 
each patient signed his own letters. Included in each 
letter was a self-addressed and stamped envelope and an 
“RSVP” slip for the Family Acquaintance Day. 

Three to four weeks prior to the selected day (depend- 
ing on the distance away), these form letters were mailed 
in plain envelopes to each relative and friend. 

At the end of two weeks, replies had been received 
from 49 families. Letters were ultimately received from 
approximately 20 states and from as far away as Ham- 
burg, Germany. Those returned “addressee unknown” 
sent the head nurse and her assistants on a search 
through correspondence and social service files, where- 
upon inquiries were directed to known relatives and ac- 
quaintances. 

Meanwhile, the committee proceeded with a program 
to show “how we live together, work together, and play 
together.” Each member prepared a short speech telling 
of different phases of the hospital operation, showing the 
need for the various therapies, and explaining how these 
things help restore patients to better mental health and 
return them to their families and communities. The 
members contacted department heads and sought book- 
lets, papers, and other material which would be helpful 
to visitors in understanding these therapies. 


Cooperation Is Forthcoming 


To accommodate the visitors, one of the dayrooms 
would be opened. A color movie of all-day trips to a 
nearby state park would be shown, and patient work 
would be displayed in the hobby shop. Refreshments 
were selected by the committee; the dietitian was asked 
to supply necessary dishes and utensils, and Gray Ladies 
to help personnel serve in the visitors’ room so that 
patients would have more time to visit and chat. The 
hospital horticulture section was to supply freshly-cut 
flowers for refreshment tables and for ward decorations, 
and a local florist agreed to give a carnation to each lady. 
In order to expedite the handling of guests, the Registrar 
Division would issue visitors’ passes. Even baby-sitters 
would be on hand if needed. 

Signs to direct the visitors to the ward were made in 
the manual arts therapy shop by patients from the ward. 
The engineering safety department was contacted to 
arrange for nearby parking facilities. The hospital man- 
ager, the chief of nursing service, and the chief of the 
professional services were invited, as were the chiefs of 
social service and psychology and our ward nursing 
service supervisor who had helped in making the plans 
possible. 

On the morning of the big day everything was in 
readiness. Arrangements had already been worked out 
for seven patients to go home for a leave of absence 
with their relatives. By one o'clock the ward was del- 
uged with visitors, and four people worked for one hour 
registering guests. Members of the committee, the head 
nurse, and some of the wives of the nursing assistants 
greeted each visitor. Each patient toured the entire ward 
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with his relatives and friends before the official cere- 
monies started. 

The program began with a prayer from the hospital 
chaplain and a welcoming address by the hospital mana- 
ger. Members of the committee were introduced by the 
master of ceremonies and each spoke on a different phase 
of the hospital program. This was followed by a musical 
performance by the ward “Spiritual Singers,” accom- 
panied by the hospital organist. 

After the program, refreshments were served, and 
during this time the ward orchestra, “The Rocking Plow- 
boys,” played selections in the hobby shop. Families and 
friends then met each other and toured the hospital. Fam- 
ily-group portraits were taken by the ward photographer. 

Reactions were encouraging. One mother said, “I had 
no idea it was like this. I don’t know what I expected, 
but I feel better about everything, and I will come more 
often.” A relative: “I didn’t realize so many other people 
experienced mental illness in their family. I just thought 
of myself.” A patient said, “I really can’t believe they're 
here. They kept saying they would come sometime— 
but I thought they wouldn't make it again.” 

Family Acquaintance Day had been a great day. One 
hundred and fifty visitors had come from six states. All 
but three families had been heard from in one way or 
another, and some of those who were unable to come 
sent letters and gifts. Twenty-five letters, commending 
Family Acquaintance Day, have been received. Several 
of the relatives have suggested that the day be repeated 
and that they might bring picnic lunches. 

Likewise, we had the cooperation of all the staff within 
the hospital—as well as the community. As a group, the 
patients developed a sense of responsibility, achievement, 


fulfillment, stability, and consideration for others. They 
learned to meet anxiety, to have a sense of security, and 
to empathize and have good interrelationships. They 
were able to set attainable goals and participate in com- 
munity living. 

Since our ward planning committee was formed six 
months ago, the number of privileged patients has in- 
creased about 42 per cent. Leaves of absence, trial visits, 
and transfers to open wards have increased 38 per cent. 
Incoming mail to patients has increased 20 per cent, and 
visitors come much more frequently. 


Mission Accomplished 


The main problems in developing an applicable pro- 
gram of this type of patient-centered planning are to 
secure the confidence of the patients, to instill persistence 
in driving toward the goal, and to stimulate the patients 
to listen receptively. The personnel and patients involved 
must be able to get their thoughts across without being 
misunderstood. 

Certainly this type of activity is also a step toward 
widening the horizons of attitudes toward mental illness. 
The success of our Family Acquaintance Day shows that 
hospitalized persons can exercise initiative if given the 
freedom to do so. The patients themselves realize the 
importance of and need for good public relations— 
better public attitudes toward mental illness, so that 
hospitalized persons are not surrounded by a stigma. 
As one patient said, “I never realized before just what 
these programs were really for—thought it was just to 
pass off the time. They ought to explain it to a fellow as 
soon as he is well enough to halfway understand it, and 
just keep telling him and tell the public too!” kkk 


HOW WELL DO YOU “PAY” 


NY VOLUNTEER PROGRAM, whether well organized 
with a paid director of volunteers, or less well 
organized with an unpaid director of volunteers, takes a 
part of the hospital budget. The time the administrator 
gives to the program is a definite cost, as is the time of all 
other staff members who have any connection with volun- 
teers, which in practice includes almost every member of 
the entire staff. 

The question is, then, how can the help of volunteers 
be guaranteed to exceed their “cost” to the hospital? 
Basically, the return the hospital receives from its volun- 
teers to offset their “cost” is in direct proportion to how 
well volunteers are “paid.” Certainly they are not reim- 
bursed with money, as are regular staff, but they must be 
compensated in some way for their work. 

We know that paid staff members evaluate many 
things besides the amount of money they receive, in 
determining the return they get from their work. These 
include: hours of work; working conditions; the attitudes 
of supervisors; and recognition, by themselves, their fami- 
lies, friends, and fellow-workers, of their contribution 
toward good patient care. 

These nonmonetary factors, especially the last one, are 
of even greater importance to the volunteers because 


YOUR VOLUNTEERS? 


they do not have the impetus of a pay check to make 
them return to work week after week. Therefore, their 
returns must be at the highest level possible if a volun- 
teer program is to be successful. The basic “pay” they 
must have is the feeling that they are helpful and are 
contributing in a worthwhile manner to good patient 
care. Therefore, it is up to the hospital administrator and 
every staff member to cooperate in providing opportuni- 
ties for volunteers to meet the needs of patients in a 
meaningful way. 

Purposeful use and intelligent supervision of volun- 
teers are paramount in generating the “pay” of these 
men and women who are such important members of 
the over-all hospital team. A good volunteer program 
doesn’t just happen, nor does it result just from the 
efforts of a dedicated, efficient director of volunteers. 
Support by top management and by each staff member is 
needed—not token support or mere lip service, but un- 
qualified backing and recognition of worth. Only if you 
“pay” your volunteers well and frequently, will this im- 
portant group give your hospital the full return you need. 


Richard C. Ryniker, Area Chief, Special Service 
Veterans Administration, Trenton, New Jersey 
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in depression... positive 


but PLEASE NOT PRESCRIBE 


the cautions and provisions for the use of this drug can be 
consistently applied to the management of your patients. 
see We make this request now because our surveys indicate that 


in approximately 50 per cent of patients, prescribed dosage 
of CATRON is higher than recommended or prescriptions are not limited to amounts small enough 
to insure frequent return of the patient for observation. Also, in some instances, therapy was 


unduly prolonged. 


CATRON has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But 
because of the nature of MAO inhibitor therapy, your attention is directed to the extensive and 
useful instructions prominently displayed in our literature on CATRON, and repeated below. 


HOW TO USE CATRON: 

CATRON is a monoamine oxidase (MAO) inhibitor 
useful in the treatment of depression and of other 
disorders indicated below. It is recommended for use 
in carefully selected cases and in those patients who 
have not responded to the milder drugs. 


ADMINISTRATION AND DOSAGE: 

Dosage of CATRON must be individualized according 
to each patient’s response. The initial daily dose 
should not exceed 12 mg. and should be reduced as 
soon as the desired clinical effect is obtained. A 
single daily dose in the morning is recommended. 
A continuous or interrupted schedule may be used, 
the latter during the maintenance period. 


DEPRESSION (Endogenous, Reactive, Postpartum, 
Involutional, and Depression Secondary to Schizo- 
phrenic or Neurotic Reaction): initially, 12 mg. once 
daily for approximately 2 weeks, or less if improve- 
ment appears. Dosage is then reduced to 6 mg. daily. 
As improvement continues, maintenance dosage of 
6 mg. every other day or 3 mg. daily often proves 
satisfactory. An interrupted dose schedule is recom- 
mended for long-term therapy. 


ANGINA PECTORIS: 3 to 6 mg. daily in most cases. 
Relief of pain and elevation of mood may be dra- 
matic. Victims of angina pectoris who respond in 
this manner should be cautioned against overexer- 
tion induced by their sense of well-being. 


RHEUMATOID ARTHRITIS (Adjunctive Therapy—in 


severely disabling forms, particularly when accom- 
panied by depression): 9 to 12 mg. daily for 3 days, 
then 6 mg. daily, reducing further to 3 mg. daily on 
signs of improvement. If a conventional antiarthritic 
agent is used, lower doses of each are indicated. 


CAUTION: 
Certain circumstances should be watched carefully 
when using CATRON. 


DRUG POTENTIATION-—The list of drugs which 
CATRON potentiates is not yet complete. Hence, cau- 
tion should be exercised when combining CATRON 
with any other drugs such as tranquilizers, pheno- 
thiazines, the amphetamines, barbiturates, and hypo- 
tensive agents. 


HYPOTENSIVE EFFECT —Patients receiving CATRON, 
but especially elderly and hypertensive patients, 
should be warned about the possibility of orthostatic 
hypotension during the initial period of higher dos- 
age. In the few instances where this may occur, low- 
ering of the dose will usually permit continuation of 
therapy. 


VISUAL DISTURBANCES -A reversible red-green 
color defect has been reported in a few patients, 
chiefly hypertensive, on extended therapy with 
CATRON. Discontinue the drug if such changes 
occur. In a few instances, at unusually high dosage, 
or where the drug was administered following color 
disturbances, diminished visual acuity occurred 
which may be partially irreversible. 
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and invaluable therapeutic results 


ANIMALS, NEUROLOGIC SIGNS—In toxicity studies 
with animals a neurologic syndrome has been 
observed, characterized by tremors, muscle rigidity 
and difficulty in locomotion. Animals displaying this 
visible neurologic syndrome after prolonged paren- 
teral administration usually disclosed a neurologic 
lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessa- 
tion of the drug. No lesions were found after oral 
administration. Although extensive clinical experi- 
ence has not shown such reactions to be a problem 
in humans in recommended dosage, should a simi- 
lar neurologic disturbance occur, the possibility of 
drug action should be considered. 


SIDE EFFECTS—Maijor side effects requiring cessa- 
tion of therapy are infrequent. Other side effects— 
constipation, delay in starting micturition, increased 
sweating, hyperreflexia, ankle edema, blurring of 
vision, dryness of the mouth—are usually readily 
controlled by lowering the dosage. Rash, observed 
in a few patients, cleared up rapidly upon discontin- 
uing therapy. 


WARNING: Although pharmacologic evidence indi- 
cates that CATRON has a selectivity for the brain, 
it, as well as other monoamine oxidase inhibitors, 
may cause hepatitis. Because of the possibility of 
this life-threatening hepatitis, and of the other effects 
discussed above, the following recommendations and 
precautions should be observed. If necessary, the 
patient should be hospitalized to expedite adher- 
ence to this regimen. 


The Following Precautions Are Recommended: 

1. Do not use the drug in patients with a history of 
viral hepatitis or other liver abnormalities. 

2. Perform regular liver function tests. 

3. In all instances daily dose should not exceed 12 mg. 


Catron 


pheniprazine hydrochloride 


4. Reduce daily dose as soon as response is estab- 
lished, usually in a matter of 1 to 2 weeks. 

5. Do not prescribe to a patient more than sixteen 
6 mg. tablets or thirty-two 3 mg. tablets of CATRON 
at one time. 

6. Patient should return for observation before addi- 
tional CATRON is prescribed. For this reason, pre- 
scriptions for CATRON should be marked, “Not 
refillable.” 

SUPPLIED: CATRON is the original brand of pheni- 
prazine hydrochloride. It is supplied in tablets of 
3 mg. and 6 mg,, bottles of 50. 
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ference on Amine Oxidase Inhibitors, New York Academy of 
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Approach to the Study of the Mind, Springfield, Ill., Charles C 
Thomas, 1959, p. 331. (3) Kinross-Wright, J.: Panel Discussion 
of Psychic Energizers, ibid. (4) Kinross-Wright, J.: Experience with 
JB-516 (CATRON) and Other Psychochemicals in Clinical Practice, 
Conference on Amine Oxidase Inhibitors, New York Academy of 
Sciences, Nov. 20-22, 1958. (5) Horita, A., and Parker, R. G.: Com- 
parison of Monoamine Oxidase Inhibitory Effects of Iproniazid 
and Its Phenyl Congener, Proc. Soc. Exper. Biol. & Med. 99:617, 
1958. (6) Horita, A.: Beta-Phenylisopropyihydrazine: A Monoamine 
Oxidase Inhibitor, Fed. Proc. 17:379, 1958. (7) Horita, A.: The 
Pharmacology of the Monoamine Oxidase Inhibitors, in A Phar- 
macologic Approach to the Study of the Mind, Springfield, IIl., 
Charles C Thomas, 1959, p. 271. (8) Kennamer, R., and Prinz- 
metal, M.: Treatment of Angina Pectoris with CATRON (JB-516), 
Am. J. Cardiol. 3:542, 1959. (9) Scherbel, A. L., and Harrison, J. W.: 
The Effects of iproniazid and Some Other Amine Oxidase Inhib- 
itors in Rheumatoid Arthritis, Conference of Amine Oxidase In- 
hibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
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From Custody to Treatment 


By TOARU ISHTYAMA, Ph.D. 

Acting Director, Department of Psychology 
and WILLIAM L. GROVER, M.D. 
Superintendent, Cleveland State Hospital, Ohio 


LEVELAND STATE HOSPITAL is a 2900-bed psychiatric 

facility, situated in a highly industrialized city 
of more than one million population, and cramped in 
quarters better designed for a 1500-bed institution. Its 
patients are chronic psychotics who, in the main, have 
been thoroughly institutionalized after years of hospitali- 
zation, or who have been considered treatment failures 
by short-term, intensive treatment centers and conse- 
quently transferred here. The average length of hospitali- 
zation is approximately eight years; the mean age of the 
patients is about 55. During the fiscal year of 1958 the 
admissions and transfers-in numbered 785. There were 
283 discharges, 156 transfers-out, and 257 deaths, indi- 
cating an increase in population of 89 patients. 

Like many other state hospitals, Cleveland State Hos- 
pital is sore ‘ly understaffed. The medical staff numbers 
16 full-time M.D.’s; there are 9 psychologists, 10 social 
workers, 13 recreation workers, and 11 occupational ther- 
apists. Only four registered nurses are employed, all of 
whom are in supervisory positions; 290 psychiatric aides 
man three shifts. Consequently, on many wards there 
are only two attendants (often only one) for 100 patients 
on any given shift. 

These factors of overcrowding, chronicity of the pa- 
tients, and gross understaffing undeniably contributed to 
the molding and maintaining of a custodial orientation. 
The goal of curing the patient, or even that of meeting 
his basic physical needs, has often become lost in the 
shuffle. In the custodial atmosphere, the attitude of 
staff and patients alike is one of control and avoidance 
of tension. This is the kind of atmosphere in which prog- 
ress of any kind assumes a negative value, because prog- 
ress tends to create tension. While no one overtly resists 
patient improvement, the premium placed on the quiet 
and cooperative patient implies that any tension associ- 
ated with improvement meets with censure—the appar- 
ent ideal being a patient who improves spontaneously 
and quietly, without necessitating additional effort on the 
part of the staff. 

The administration of Cleveland State Hospital is 
committed to the concept that the basic function of the 
hospital is treatment. To this end, efforts in the areas of 
better supervision, better selection of personnel, and 
education are being made. Although much progress has 
been made, it is apparent that our success has been 
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limited by the very structure and the long-standing 
custodial orientation of the hospital. 

Perhaps it was inevitable that our attempts should 
lead initially to a schizophrenic-like situation. On the 
one hand, a substantial number of staff implicitly ad- 
hered to the custodial orientation, while on the other, the 
administration and some of the staff were committed to 
meeting the treatment needs of the patients. Because 
most of those members of the staff who were committed 
to the treatment goal were at the top of the staff hier- 
archy and therefore wielded greater individual author- 
ity, at least verbal support of the prescribed approach 
was obtained. This support was engineered through 
more extensive supervision, provision for inservice train- 
ing, and more careful selection of job applicants. 

That this support was merely apparent and not actu- 
ally real was not the fault of the supervision, nor of the 
grade of inservice training, nor of the selection of job 
applicants. The fact that the formal and informal hos- 
pital structure was premised on the custodial orientation 
determined the kind of role that each person occupying 
a position in that structure could play. While many staff 
members wished to assume a more treatment-oriented 
role, they were prevented from doing so by the very 
existence of the hospital structure. 


Factors Contributing to Custodial Orientation 


What maintained this custodially oriented hospital 
structure? We believe that two factors, among others, 
have been the chief contributors. The first is the “big- 
ness” of the hospital. With bigness comes emphasis on 
specialization, departmentalization, channels of commu- 
nication, hierarchy of power, and all the other phe- 
nomena usually associated with large institutions. While 
these phenomena are not necessarily bad, they often 
produce feelings of isolation, of infinitesimal contribu- 
tion, as well as an eventual overvaluation of status and 
power on the part of persons within the structure. To 
counteract feelings of isolation and of infinitesimal con- 
tribution, support is gained through identification with 
one’s department and deprecation of the efforts of other 
groups. The overvaluation of status and power leads 
often to attempts to maximize the power that one wields 
over others and to an overassertion of independence 
from the influence of others. 
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Identification with one’s department can be healthy 
and constructive. However, an identification with per- 
ceived negative attributes of the department can be de- 
structive. For example, the attendant who feels that 
attendants occupy the lowest position in the status hier- 
archy, that the efforts of the attendants are not appreci- 
ated by the professional people, etc., may assume a 
“Why should I do anything, no one appreciates it” atti- 
tude. When the wards are staffed with such attendants, 
the addition of a new attendant merely leads to the se- 
duction of the new attendant into the prevalent attitude. 


The Dangers of Group Identification 


Overidentification with one’s department can often 
lead to the feeling that “We are the only ones doing any- 
thing worthwhile,” and an unwillingness to communicate 
with other groups. 

Deprecation of other groups may fall along staff and 
line functions. For example, administrative personnel 
have often commented that the “clinical people don't 
know what they are doing,” while the clinicians may un- 
justly attribute the lack of material to administrative de- 
ficiencies. Deprecation may also be voiced with refer- 
ence to professional competence, professional ethics, or 
in the complaint, “They aren't doing anything.” 

The attempt to maximize power can be manifested in 
the statement, “Nobody pushes me around.” Being stub- 
born assumes a positive value. Or, the perceived power 
struggle may be expressed negatively in shirking duties, 
passing or avoiding responsibilities. 

The foregoing negative phenomena associated with 
bigness contribute to a do-as-little-as-possible, keep- 
things-quiet attitude, which is admirably suited to main- 
taining the status quo. 


A Psychiatric Misconception 


The second factor contributing to the maintenance of 
the custodial atmosphere is what Sharaf and Levinson® 
have termed the “psychotherapeutic orientation.” This 
orientation implies that the only real process of treat- 
ment occurs in the face-to-face situation between a pa- 
tient and a therapist, and that the hospital environment 
serves merely as a benign envelope within which therapy 
takes place. This ideology often leads to a rather rigid 
formalization of hierarchy wherein a sharp distinction is 
made between therapists and nontherapists, and is asso- 
ciated with conflicts as to who has the right to wear the 
mantle of therapist. Accordingly, those who are not 
perceived or accepted as therapists—and who comprise 
the large portion of the hospital staff—are almost neces- 
sarily relegated to custodial roles. 

The applicability of the psychotherapeutic ideology 
obviously depends upon the existence of a good patient- 
therapist ratio. A scarcity of therapists leads either to 
giving intensive treatment to a few, or to a resignation 
into inertia. Furthermore, since this view seeks to iso- 
late treatment to a one-to-one relationship between the 


*Sharaf, Myron R. and Levinson, Daniel J., “Patterns 
of Ideology and Role Definition among Psychiatric Resi- 
dents,” from “The Patient and the Mental Hospital,” 
Free Press, 1957, Glencoe, Illinois. 


patient and his therapist, little attention is given the pa- 
tient’s environment, physical or interpersonal. When at- 
tention is given to this area, the fact that the hospital 
milieu is conceived as a supporting but neutral envelope 
leads to a focus on setting up an ideal milieu, a milieu 
which is theoretically ideal and stable for every patient. 
Thus, the search for an ideal attendant, for example. We 
submit that there are few attendants, if any, who would 
fit a theoretically ideal behavior pattern, even if that 
pattern were known. If we accept as fact that different 
patients have different needs and that one patient may 
have varying needs, then it would follow that an ideal 
attendant does not always provide the best milieu for 
every patient. Consequently the question, “Ideal for 
what kinds of situations and for what kinds of goals?” 
becomes crucial. 

When a large proportion of the hospital staff is rele- 
gated to a secondary role, with all the implications of 
second-class personnel, and when the ordained therapists 
are too few to execute a therapy program, it is no strange 
coincidence that a custodial orientation should be main- 
tained and even achieve desirability. 


A Step in the Right Direction 


It is the opinion of the authors that the first step in 
unshackling the progress-potential is to modify the big- 
ness of the hospital. Approximately four years ago, the 
procedure of small teams was put into practice at Cleve- 
land State Hospital. Previous to that time the staff struc- 
ture had been established along departmental lines. The 
“team” had included departments as component parts. 
The coordination between staff components was _pro- 
vided for by weekly staff meetings attended by repre- 
sentatives from each department. This type of structure 
had resulted in long and tenuous lines of communication. 

The small-team structure provided for participation on 
an individual, personal, and direct basis. Each team 
included the individual members of the various disci- 
plines as components. The small-team method was de- 
signed to remedy the lack of intrastaff coordination, 
which prevailed under the old system of departmental 
structure, and to increase the efficiency of communica- 
tion. 

Since its inception this method has wrought immeasur- 
able gains in terms of coordination and communication. 
The consistency of approach to patients has been in- 
creased. The patients are less able to play one staff 
member against another; duplication of work is now 
minimized; general treatment goals for patients have 
been formulated; and, above all, the members of the 
staff have been able to start functioning as a team and 
are beginning to reap the rewards of cooperation, in 
terms of job satisfaction. 

However successful the small-team method has been 
in increasing intrastaff coordination and communication, 
the efficiency of treatment has been hampered by the 
heterogeneity and the fluidity of ward composition. Al- 
though attempts have been made to grade patients and 
wards, they have been premised only on nursing and cus- 
todial needs. The basis for differentiation of patients 
and wards has been the goodness or badness of the 
patients’ behavior—the goodness or badness being judged 
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by such characteristics as cooperativeness, aggressive- 
ness, noisiness, etc.—as opposed to a more desirable prac- 
tice of differentiation according to treatment needs. The 
heterogeneity of treatment needs for a given ward makes 
it impossible to formulate any stable kind of treatment 
program for the total ward. 

Furthermore, transfers from the receiving unit of the 
hospital to wards, transfers between wards, transfers to 
outpatient units—all mean for the patient an almost 
never-ending succession of doctors, nurses, attendants, 
etc. It is no wonder that patients complain about being 
constantly interviewed and always being asked the same 
questions. It is no wonder that staff members complain 
that most of their time is spent in diagnostic interviews 
and that some staff members begin to assume that the 
number of interviews per se is the measure of their 
worth, or that some begin to question their worth. 

Thus, it is felt that the concept of small functional 
units should not be limited to staff structure, but should 
be extended to include smaller units of patients where 
(1) patients could be differentiated according to treat- 
ment needs, and (2) patients would, in most cases, be 
assigned to the same staff from admission to discharge. 

The ultimate goal, then, would be to reorganize large 
hospitals, such as Cleveland State Hospital, into a num- 
ber of relatively autonomous functional units, each with 
not more than possibly 250 patients. The functional unit 
would then be divided into sub-units, each with specific 
treatment goals. The programming and staffing of each 
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sub-unit would then be determined by these specific 
treatment goals. For example, occupational therapy 
might provide the primary program for one sub-unit and 
the recreation therapy program for another. One sub-unit 
might be staffed by democratically oriented personnel 
and another by more authoritarian personnel. Each sub- 
unit might be defined and structured so that the treat- 
ment activities and the kind of personnel assigned would 
provide for the patient a logical progression, within the 
total unit, on the continuum of ego disorganization to 
ego organization. 

Sociotherapy vs. Psychotherapy 

The second step in altering the hospital structure would 
be to substitute a sociotherapeutic orientation for the 
psychotherapeutic one. The sociotherapeutic orientation 
views as potentially therapeutic not only the formal treat- 
ment programs and the hospital personnel but also the 
total social structure of the hospital. This approach views 
the hospital as a network of personal relationships in 
which the patients, who make up a large part of the net- 
work, participate socially and share certain values com- 
mon to that network. Therefore, the patient's behavior 
is seen not as solely a function of his individual person- 
ality and pathology, but as partly a function of the hos- 
pital situation. Furthermore, this approach views the 
social structure as providing the context and the atmos- 
phere within which and with which both patients and 
staff interact. This context affects the behavior of staff 
and patients in many ways—overtly as well as covertly 
and subtly. 

More specifically, the sociotherapeutic approach does 
not localize the curative agent in any one person or group 
of persons. Every aspect of the hospital life is con- 
sidered to be potentially therapeutic. Consequently, non- 
therapy personnel, as well as therapy personnel, can 
actively further the rehabilitation of the patient. 

While the sociotherapeutic orientation would serve to 
bring all personnel into the treatment picture, merely 
saying that one is assuming a sociotherapeutic orienta- 
tion does not necessarily make it so. The problem, then, 
is to establish a social structure which will facilitate the 
therapy potential of the hospital, its employees, and its 
patients. This social structure must have reference to 
specific kinds of interactions or interpersonal relations 
that are engaged in—facilitated or hindered—and it must 
have reference to the specific kinds of effects the staff is 
trying to achieve with and in the patient. For example, 
it might be hypothesized that a milieu is therapeutic 
when it enables the patient to accept his illness rather 
than projecting it onto someone else or denying it, or 
when it helps him to correct his distortions of reality. 
It might also be hypothesized that a patient with rela- 
tively massive ego-disorganization initially needs a well- 
structured, stable, and authoritarian environment, but 
that as the process of ego-reorganization progresses, more 
democratic environments will be helpful in establishing 
a realistic and self-sustaining ego-organization. 

Whatever the hypotheses on which one proceeds, the 
sociotherapeutic approach can create an atmosphere in 
which every aspect of hospital life is organized and util- 
ized in the treatment of the patient. eek 
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Reformulation of A.P.A. 


_—- OF CHANGE and progress in hospital psy- 
chiatry, and the promise of more to come, is re- 
flected in a proposal “to conduct a study leading to the 
reformulation of acceptable standards and patterns of 
staffing and operation in treatment facilities for the 
mentally ill.” This proposal emanated from a conference 
of 21 national leaders* who met in June 1959 at the 
call of the A.P.A. Committee on Standards and Policies 
of Hospitals and Clinics, to explore the need for and the 
feasibility of reformulating existing standards to make 
them more realistic and useful in the light of changing 
thought and practice in the mental hospital field. It was 
the unanimous verdict of the conference that the stand- 
ards should be the subject of an intensive staff study. 
The proposal was drafted by a committee selected by 
the conference, and funds in the amount of $220,000 are 
now being sought, with the approval of the A.P.A. Coun- 
cil, to implement it. 

The members of the conference were also unanimous 
in affirming that the existing Standards have served 
their original purpose admirably and should remain 
operative until satisfactory substitutes can be formulated. 
However, they differed in some measure on the specific 
criticisms which led to their agreement on the need for 
a study looking to the reformulation of the Standards. 

One criticism expressed by many conference members 
was that all professional standards, by their very nature, 
carry their own genes of obsolescence, which will indeed 
be inherited by successive reformulations of such cri- 
teria; obsolete standards tend to cramp experimentation, 
originality, and improvisation, and to promote uniformity. 

The 1951 Committee on Psychiatric Hospital Stand- 
ards and Policies, in working on its revision of the 
original Standards (first published in 1945) wisely antici- 
pated the need for ongoing examination, when it wrote 
in the introduction, “These Standards are formulated 
in accordance with our present knowledge, professional 
judgment, and experience. Modifications will be re- 
quired as new developments in psychiatry occur.” Each 
subsequent edition of the Standards has continued to 
carry this notation. 

“Existing Standards,” states the current criticism, “are 
based on a philosophy of treatment which no longer 


*Joseph R. Anderson, M.D., Daniel Blain, M.D., John 
J. Blasko, M.D., Charles K. Bush, M.D., Hugh T. Car- 
michael, M.D., Stewart T. Ginsberg, M.D., Robert T. 
Hewitt, M.D., Robert C. Hunt, M.D., George W. Jack- 
son, M.D., Morton Kramer, Ph.D., Jack Masur, M.D., 
Robert S. McKnight, M.D., Earl Pollack, Ph.D., Mathew 
Ross, M.D., Lee G. Sewall, M.D., Harry C. Solomon, 
M.D., Curtis H. Southard, M.D., Mr. Sidney Spector, 
Mesrop A. Tarumianz, M.D., Harvey J. Tompkins, M.D., 
Denver M. Vickers, M.D. 


Standards Proposed 


prevails.” This refers to the philosophy of a decade ago, 
of intensive treatment for the newly ill and humane care 
for patients with long-standing illness, as opposed to the 
current philosophy of total treatment for all. During the 
40’s and 50’s the Standards rightly spelled out the opera- 
tional requirements; today, we need to measure the ef- 
fectiveness of service. The two propositions are different 
in essence. 

Existing Standards emphasize quantitative rather than 
qualitative considerations, proceeding from the assump- 
tion that more personnel will automatically lead to more 
effective treatment, regardless of the quality of such 
personnel. This was the most fundamental dissatisfac- 
tion formulated by the June Conference, and it is listed 
first in the project proposal. 


Discord with Reality 


Other criticisms include the statement that the estab- 
lished Standards tend to be unresponsive to changing 
needs, and therefore do not accord with present realities. 
They are, moreover, too rigidly tormulated to have ap- 
plicability across the board. They are inadequate to 
assess variables which influence the total effectiveness of 
individual hospitals. Finally, the conference declared, 
once an institution has achieved the specifics outlined in 
the Standards (even though professional people realize 
that these are minimal), the Standards become an actual 
handicap to further advance. Thus, as they now exist, 
they do not provide a basis for speeding the development 
and application of promising trends and practices. 

What is required instead, it was postulated, is a 
reformulation of the essential objectives of hospital stand- 
ards. The limited objectives sought in the context of the 
immediate postwar problems grow less relevant with 
each passing year. If it is true that public mental hos- 
pitals can never be staffed with the numbers and kinds 
of professional personnel envisaged by the present Stand- 
ards, ways and means must be found to utilize available 
personnel more effectively. One might conceive, for 
example, of the Standards being used primarily as an 
educational tool rather than as an instrument for ac- 
creditation. Rigid ratios of physical space and personnel 
to patients might be supplemented or replaced by “guide- 
lines for treatment and care,” such guidelines to encom- 
pass acceptable patterns of operation for the entire 
range of psychiatric treatment facilities. In 1945 and 
in 1951, the public mental hospitals stood almost alone. 
Today, they are supplemented by day- and night-hos- 
pitals, geriatric units, children’s treatment centers, hos- 
pitals for the mentally retarded, psychiatric services in 
general hospitals, therapeutic communities, regional men- 
tal health centers, open hospitals, half-way houses, and 
the many other devices so frequently talked about and 
often so inadequately defined. 
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The study proposed by the conference would start 
with a review of all pertinent literature and ongoing 
projects. This would be done to uncover current needs, 
practices, and trends in the treatment and rehabilitation 
of the mentally ill in hospitals and related community 
facilities. A comprehensive critical bibliography would 
be developed so that the most significant needs, prac- 
tices, and trends could be pinpointed as a departure for 
succeeding steps. Panels of experts would determine 
which practices merited intensive study. Criteria would 
then be prepared for the evaluation of different patterns 
of operation, which would be accomplished by means of 
on-the-site investigations. 


The next step would be to determine which facilities 
should be visited, and what essential elements of staffing 
and operating procedures of various types of facilities 
should be examined. A very large portion of the time 
allocated to the total study would be occupied by these 
on-the-site investigations and the preparation of reports 
on them. As the reports accumulated, they would be- 
come the basis for tentative formulations, by the profes- 
sional staff, of new standards or guidelines for the vari- 
ous types of facilities and operations. The draft formu- 
lations would be sent to appropriate authorities in vari- 
ous professions for criticism and revision. The final step 
would be to complete the project with the formal pub- 
lication of the reformulations under 
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the auspices of the American Psy- 
chiatric Association. 


Anticipated Gains to Psychiatry 


The final reformulation, whether it 
ultimately took the form of “stand- 
ards” or “guidelines to the operation 
of treatment facilities,” would serve as 
the platform for a more realistic and 
useful national approach to the com- 
plex problems of mental illness. The 
professional would be afforded broad- 
er scope for utilizing his knowledge 
and techniques, and would be better 
able to measure their effectiveness. 
The general public would be pro- 
vided with a more realistic and com- 
prehensive understanding of mental 
health needs on which to base its de- 
mands and contributions. 

The reformulation would be direct- 
ed to a qualitative rather than a quan- 
titative measurement of effectiveness, 
and would be based on today’s philos- 
ophy of total treatment for all the 
mentally ill. It would accord with a 
realistic acceptance of what can be 
done, with special reference to the 
limits of responsibility which can be 
placed on the taxpayer, and to the 
real potential for the utilization of 
available but less-highly-trained_per- 
sonnel. It would be sufficiently com- 
prehensive and flexible to have across- 
the-board applicability and usefulness, 
and thus would encourage and not 
impede local and individual experi- 
mentation, improvisation, and _ initia- 
tive. It would form the basis for an 
“inspection” system which would fur- 
nish consultative assistance rather 
than merely pass judgment upon op- 
erating procedures. Above all, it 
would serve as an educational instru- 
ment to encourage and foster those 
patterns of progress which seem to 
offer the best possible promise for the 
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By BERNARD DOLNICK, 
Superintendent 

Fort Wayne State School 
Indiana 


F™ YEARS AGO a training department staff member, 
sparked by an article in Menta Hosprrats, pro- 
posed the idea of a clothing shop, to be stocked with 
donated clothing, which could be used in the training 
program for patients of Fort Wayne State School. Today, 
the fruition of that idea, which now includes a shoe shop 
and a gift shop, is a valuable asset to the patient-training 
program of the school, and is an excellent source for the 
betterment of hospital-community relations. 

The basic purpose of the clothing shop is to simulate 
a store in the community setting where: (1) patients in 
training for return to the community can have supervised 
experience in selecting and “purchasing” clothing and 
accessories for themselves, and greeting cards and small 
gifts for others; (2) ambulant and _ semi-ambulant 
patients can be exposed to a real life situation, within 
and according to their potentialities for becoming more 
self-sufficient; (3) ambulant and semi-ambulant patients, 
except those who need specially built shoes, can be indi- 
vidually fitted with the footwear they need; and (4) the 
old system of mass distribution of uniform-type clothing 
is replaced by a highly individualized clothing program. 


The Setting 


The clothing shop is located in the basement of the 
school building and is accessible through an outside 
entrance, which is gaily canopied in dark green and 
bright orange canvas. The shop consists of three rooms 
adjoining each other by archways that create the impres- 
sion of different departments in a store. The windows are 
curtained in a bright red cotten fabric with a touch of 
braid in contrasting color to ofiset the pale green walls. 
Seasonal decorations also add interest and warmth to the 
general appearance of the shop. 

The front room is set up as the principal shopping area. 


Clothing Shop Educates 
The Mentally Retarded 


Most of this space is devoted to displays of the clothing 
stock on racks, in showcases, and on shelves. The gift 
shop is also located in this room, directly across from the 
entrance. It consists of one large glass showcase and a 
display rack for greeting cards. Items are priced realis- 
tically so that educable patients get full training benefits 
from their shopping experience. 

The smallest of the three rooms houses the shoe store, 
where a specially trained employee fits shoes one day a 
week. This section is furnished with a colorful rack dis- 
playing various shoe styles, three chairs with fitting stools, 
and a small table for the convenience of the clerks. 

Display racks for coats and jackets and shelves for 
state-provided clothing occupy the most readily acces- 
sible portions of the back room. This area has a screened 
booth where the shoppers may try on their new clothes. 
Space is also provided for fitting purposes, and for sort- 
ing, sizing, and pricing items before they are in stock. 

The principal items in the shop and their sources of 
provision are: New shoes, the bulk of which are pur- 
chased on contract from a local company; new clothing, 
purchased on contract for distribution to state-supplied 
residents only; used clothing and accessories in good 
condition, provided through voluntary donations by in- 
dividuals and groups in the immediate and adjoining 
communities; new and used gift items, provided through 
voluntary donations; and new cotton yardage, in skirt 
and dress lengths, provided through voluntary donations. 

The success and growth of the clothing shop has re- 
sulted from the close cooperation of the staff and volun- 
teers. The chief of the Cottage Life Section of the school 
carries the over-all responsibility for the administration 
of the project, the director of training is responsible for 
the training program, and the director of volunteer serv- 
ices has the task of making efficient use of volunteer 
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personnel and also soliciting donations. However, ad- 
ministration is made easy in this case by the very strong 
volunteer leadership currently active in the project and 
by the competent staft people who work in the shop. 

The clothing shop also serves a valuable purpose in 
community education, primarily due to the efforts of the 
volunteers who work in the shop and help with donations. 
The community has begun to learn about the inner work- 
ings of the school and to accept it as an intensive train- 
ing center. The curiosity that once existed regarding the 
school is being replaced with a friendly interest in its 
program and a sincere desire to help. 


The Patient Goes Shopping 


With the help of the clothing clerk in his cottage and 
one of the training department staff members, the patient 
analyzes his needs for clothing and accessories. These 
are then listed on a requisition slip which serves as his 
shopping guide while he is in the store. The slip also 
indicates whether the patient is state-supplied or home- 
supplied (only state-supplied residents may have state 
provided clothing ) and whether he is considered com- 
petent to select his own clothing. 

The slip, or shopping list, is ‘then sent to the clothing 
shop (in the case of less dependable patients) or given 
directly to the patient to take with him. Patient sched- 
uling is done by the Cottage Life staff member in charge 
of the shop operation. Arrangements are made so that 
the shop is always filled to capacity, yet there is no rush- 
ing or crow ding. 

Needs for gift- -shop items, including jewelry, billfolds, 
and cosmetics, are determined and listed in the same 
manner as clothing needs. These, however, may also be 
requested for individual patients by members of the 
Cottage Life staff, psychiatric social workers, or other 
staff who are in a position to evaluate a patient's situa- 
tion and the meaning a gift-shop item may have for him. 
These items may be used to complete a costume, as a 
gift for someone else, or as a reward for some special 
accomplishment. 

Upon his appearance at the shop, the patient is met 
by a volunteer saleslady who devotes exclusive attention 
to him. After carefully reviewing the shopping guide 
with the patient, the volunteer helps him locate, and try 
on, the items needed. Only items listed on the guide may 
be purchased by the patient, except when a necessary 
substitution or addition is authorized by the staff mem- 
ber in charge, who will usually contact the patient's 
cottage supervisor regarding the matter. 

Once the patient’s selection is completed, the pur- 
chased articles are marked with the owner’s name, nota- 
tions are made of necessary alterations, and the shopper 
is told that his purchases will be delivered to the cloth- 
ing room of his cottage. The educable patients and many 
of the more competent trainable ones whose clothes do 
not need alterations are permitted to take their pur- 
chases with them. 

Though the prices of items are brought into play with 
many of the shoppers, actual handling of real money is 
confined to the educable patients who are in training 
for return to the community. A teacher of social com- 
petence in the training department presents an intensive 


42 


course each week in wardrobe planning for selected edu- 
cable patients. This is climaxed by a Friday afternoon 
visit to the clothing shop. The course emphasizes such 
aspects of clothes buying as: (a) the patient’s clothing 
needs—seasonal and quantity; (b) the suitability of gar- 
ments—occasion, color, and material (will it launder 
easily and will it wear well?); (c) cost—is the price rea- 
sonable and can the patient afford it? (d) the handling 
of money—the making of change; (e) where to shop— 
differences in prices, best quality for the money (this is 
supplemented by a field trip to a shopping center in the 
community ). 

This teacher is also responsible for a $50 revolving 
fund, donated by the local mental health association, in 
order to make “purchasing” at the shop seem as authentic 
as possible. Generally, when the trainees come to the 
shop, they are given $10 to $15 from the fund to cover 
the cost of the items to be purchased. In this way, an 
integral part of their shopping experience is planning 
how to use the money they have, as well as paying for 
the articles and receiving the proper change in return. 
Following the complete transaction, all of the money used 
is returned to the revolving fund where it may be drawn 
on for the next educable shopper. 


Patients’ Clothing Shop Experiences 


Jane is an educable teen-ager. She receives no supple- 
mentary clothing from home, and is oversize and cannot 
be readily fitted with state supplied garments. After 
participating in the course in wardrobe planning men- 
tioned above, Jane reviewed her supply of clothing with 
a training department staff member. Jane decided what 
her needs were and listed them on the shopping guide. 

Because of Jane’s size, it was impossible for the volun- 
teer, who acted as her saleslady, to offer her enough 
choice in dresses to give her a satisfactory shopping ex- 
perience. At this point, the newly established yard goods 
section was brought into play. Since Jane was enrolled 
in a sewing class and quite able to make her own cloth- 
ing, she chose yard goods in lieu of dresses. The other 
items on her list were readily available from stock. 

Jane’s delight was evident in her recounting of the 
occasion to her fellow patients and staff members for 
days afterward. 

Elmira, a little old lady who was very badly in need 
of clothing, came shopping one day. In her hand, she 
carried a shopping guide listing her needs. 

A volunteer worker met Elmira at the door and wel- 
comed her into the shop. Her expression changed almost 
instantly. She could hardly believe it when told that she 
could help select her clothing. While choosing what she 
wished to try on, she was so overjoyed that she kept 
exclaiming, “Oh, can I have that?” and “I never had 
clothes this nice before!” 

Having been state-supplied over a period of years, it 
was a refreshing experience for Elmira to be able to 
choose from the wide variety of donated clothing on 
hand. She selected all of the items her list called for, and 
then a hat and purse were added to complete her cos- 
tume. As Elmira left, wreathed in smiles, she thanked 
everyone in the shop and said she had never been so 
happy—and no one doubted her in the least. ake 
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Great Books Are Good Treatment 


By AGNES H. BASS, Volunteer 
Department of Psychiatry, Mt. Sinai Hospital, New York 


R THE Past three years we have been conducting 

at Mt. Sinai a Great Books reading group for men- 

tally and emotionally disturbed patients. It was begun 

because Dr. Louis Linn, associate attending psychiatrist 

at the hospital, felt that haphazard, often trashy reading 
was doing the patients more harm than good. 

Our group in Ward A necessarily differs in procedure 
from most other Great Books groups. Where they read 
several books in the course of a year, we read only 
certain parts from a few. Other groups usually read an 
assignment at home and come prepared to discuss it as 
a whole, but we read only a few paragraphs or pages 
aloud—each person taking a turn—and stop every few 
minutes to talk about what we have read. Other groups 
usually have fifteen or more members, but we have only 
four to ten participants. However, in our group, as in 
other groups, we do insist that the book, not the leader, 
is the teacher. Our approach is this: “What does the 
author say?” “What does he mean?” “Is this true in 
your own experience?” 

Attendance at the discussions is optional. We cannot 
hope for any real continuity in attendance because pa- 
tients leave the hospital after three months or less, which 
means that there are always a good many newcomers. 
In addition, some patients may not turn up because of 
treatments, a rival TV show, or for other reasons, but 
usually the people who do come stay through the hour 
and often ask to extend the session. 

We meet on Monday evenings between eight and 
nine, after the visiting hour and before evening snacks. 
Tables are set up to form a sociable square in the center 
of the room. The books we read are all from the Great 
Books first-year list, of which the most successful with 
the group are: Socrates’ Apology; Sophocles’ Antigone; 
de Tocqueville’s Democracy in America; Shakespeare’s 
Macbeth; and Thoreau’s Walden. Using the texts as 
springboards, patients move into consideration of such 
eternal problems as the satisfactory job versus the finan- 
cially rewarding one, conformity versus independence, 
ideals versus compromise. ete. 

As we read, everyone has the right to interrupt with 
a comment. In a new group, however, I usually have 
to stop the reading to ask for one: “Do vou agree?” “Is 
this clear?” or “Surely this can’t be so!” When we have 
read enough of an author to warrant a more specific ques- 
tion, we ask, “What was Thoreau for?” “What was he 


against?” “Are all good books for or against something?” 
Some interesting answers are always forthcoming. 

My co-leader, a young business man who came as a 
volunteer a year ago, is a valuable asset. He gives the 
men on the ward the courage to join us, he knows how 
to ask questions when I run out of them, he contributes 
the amusing remark the moment may require, and he 
reinforces my memory of what people say. We take no 
immediate notes of what is said, but after each meeting 
we write down, as nearly as we can recall, the gist of 
each patient's contribution to the discussion. 


Therapeutic Value of Great Books 


Great Book discussions do not, of course, appeal to 
everyone. Some patients let us severely alone, but we do 
draw about one-quarter to one-half of our small ward 
(limited at the moment to 20 people). 

At one level, our group offers a change from routine, 
a chance to talk, and an opportunity to be looked up to 
or to blossom out when a blossoming-out moment comes. 
It offers reading that to some is reminiscent of happier 
days, to others, unusual and nourishing. Many have 
expressed gratification that with some guidance they can 
actually read a classic they had always considered far 
beyond them. Some patients have stated that these dis- 
cussions have started them reading, and some have ex- 
pressed an interest in joining a group in their neighbor- 
hood when they are well again. 

On the top level, where many start and to which many 
of the rest ascend, patients find something they really 
want. They are taken into themselves as well as out of 
themselves. They find it to be a truth that “from the 
masterpieces one gains strength, assurance, composure.” 
“All this brings us back to the normal,” is how one 
patient explained it. 

In an article on “The Humanities,” Douglas Bush 
wrote: “The study of literature, which in itself is com- 
prehensive and complex, has had to take over the respon- 
sibility that used to be discharged by philosophy and 
divinity. Young people now get their chief understand- 
ing of man’s moral and religious quest through litera- 
ture. Most of the young people I see find in literature— 
literature of the remote past as well as of the present, 
what they cannot find in textbooks on psychology and 
sociology—the vision of human experience achieved by 
a great spirit and bodied forth by a great artist.” 
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One patient expressed this same feeling, in her own 
way, when she said, “I never knew before that there 
was more to a book than the plot.” 


An Aid to Psychiatrists 


We have found it helpful not to know too much about 
the individuals in our group. Other leaders might not 
feel this way, but we believe that it makes us much 
less self-conscious in asking questions. We soon realize, 
of course, that comments on the text and answers to our 
questions reflect a patient's problems, and for this reason 
the doctors who staff Ward A are interested in our notes. 
They like to know who comes to the group and how 
they react to it. What patients say has occasionally pro- 
vided a missing clue helpful in treatment. One woman, 


LIBRARY SUMMER SCHOOL 


Ban SUMMER Was a busy time for the 100 patients 
attending “classes” at the St. Peter State Hospital 
library. They studied French and German, probed into 
English Literature, reviewed books, took part in panel 
discussions and charades, and went on weekly trips to 
European countries via illustrated travelogues. 

It would be difficult to say which of the classes was 
most enjoyed. The charades provided the most fun, the 
travel-talks the most discussion, and the panel topics 
the most delight. A lively interest in the languages was 
evidenced by consistent and faithful attendance and by 
real efforts to master the intricacies of foreign tongues. 
Members of the two language classes sang songs in 
French and German as part of a hospital pageant put 
on by the patients on Hospital Activities Day. 

This dramatizes the active role which the hospital 
library can play in the therapeutic scheme. The success 
of the classes was due in part to the patients themselves. 
The projects were planned not just for passive enjoyment; 
the patients had a hand in some phase of each operation. 
They chose some of the topics they wanted to discuss, 
the books to be reviewed, and the countries in which 
they were most interested. In the charades, they decided 
how they were going to pantomime book titles, phrases, 
or quotations, in the most effective manner. 

The by-products of such a program are many. Patients 
are given a chance to express themselves and they are 
provided with something to think about other than the 
dulling pattern of hospital gossip. After discussing such 
questions as: “What five books would you choose to take 
with you on a desert island and why?” or “What book, 
other than the Bible, has made the deepest impression on 
you and why?” or “What country would you like to live 
in and why?” the patients have commented, “This is 
wonderful,” “This is fun.” They seem to enjoy the social 
interaction of the group, the ‘stimulation which comes 
from the logical presentation of their own thinking, and 
the widened scope of interest provided by the discussion 
topics. 
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for example, said she did not want to continue Antigone 
because it was about a “fight between two sisters.” This 
was the first intimation she had given of a personal situ- 
ation basic to her illness. 

One of our psychiatrists said, “Great Books gives pa- 
tients the opportunity to discuss social, racial, and reli- 
gious questions without the threatening, affectual com- 
ponent that they experience when the material is made 
more personal. I feel that the program is a valuable 
part of the therapeutic environment of the ward.” Every- 
thing that goes on—what the patients say to their doc- 
tors, what they say to one another, what they say and 
do in occupational therapy and at social events—builds 
up a total personality picture, to which the Great Books 
program makes some contribution. kkk 


STIMULATES PATIENTS 


Their teacher, a summer employee who had visited ten 
European countries on a student tour in 1957, gave illus- 
trated lectures about her trip. Informality keynoted all 
of the sessions. The patients felt free to question, to com- 
ment, and to relate personal experiences. Often, queries 
such as “How tall is the Eiffel Tower?” “Which is larger. 
Iceland or Denmark?” or “What is the population of 
Paris?” sent the library staff scurrying to consult reference 
texts for the answers to satisfy the patients’ curiosity. 
To further their interest in a country, the patients were 
encouraged to select some books for their own use. Ar- 
ticles in magazines were noted and brought to their 
attention. 

The histrionic talents of patients and library staff 
were brought out by the charades. We would be the first 
to agree that the patients came out on top in this activity, 
patterned after a television show. The subjects were 
chosen from book and magazine titles, first lines of 
poems, quotations from Shakespeare, and the like. Each 
patient took his turn, and no one was laughed at—only 
with. All were intent on the job at hand, either panto- 
miming or guessing. We were amazed at the group's re- 
sponse to, and its evident enjoyment of, this theatrical 
game. 

When the ten-week “class” session ended, it was 
climaxed by a tea which 75 of the students attended. 
They played games and said goodbye to their teacher, 
who was leaving to return to her college studies. 

The St. Peter State Hospital Library is no stranger to 
this kind of activity. Over a period of years, it has had 
current events discussions and special travel talks; book 
fairs, carnivals, and chautauquas; quiz shows, library 
night clubs, and bookvilles. Each has been planned with 
very definite aims in mind: to stimulate an interest in 
books and reading, to create an inviting and pleasurable 
atmosphere, to widen interests, and to make library usage 
a rewarding part of the patients’ hospital stay. 

Elizabeth Seaquist, Librarian 
St. Peter State Hospital, Minnesota 
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NURSING SKILL 


IS AN ADMINISTRATIVE RESPONSIBILITY* 


Ox OF THE MAJOR PROBLEMS still facing those 
charged with the care of psychiatric patients is 
that of increasing the ability of nursing personnel to 
carry out therapeutic programs which will result in 
improved services. It is essential that hospital adminis- 
tration assume its proper responsibility and authority 
for this task. To do this it must investigate the edu- 
cational needs of nursing personnel and make some 
effort to meet them. 

One way to provide the nurses with the kind of under- 
standing and attitudes they need, if they are to give 
more than custodial or minimum nursing care to pa- 
tients, is the institution of a planned inservice education 
program aimed toward the primary objective of im- 
proved services to patients. Administration provides 
the climate, nursing personnel the soil, and inservice 
education the tools, which may determine whether the 
seed of therapeutic patient care grows or not. 

In order to build an effective inservice education pro- 
gram there are certain basic factors to be considered: 
(1) A determination of the educational needs of nurs- 
ing personnel must be made. What do they need in 
order to reach the level of competence necessary to 
achieve the designated goal of improved services to 
patients? (2) An evaluation should be made of the 
educational opportunities that are already a part of 
the hospital's clinical program. How can existing 
conferences, clinical assignments, or administrative 
meetings be utilized to meet some of the nursing per- 
sonnel’s educational needs? (3) Participation in all 
phases of the education program—planning, executing, 
evaluating—must be assured, and should include all 
levels of the hospital staff. There must be administra- 
tive recognition, support, and direction. For the pro- 
gram to be effective, it has to be part of the over-all 
clinical philosophy of the administration. The admini- 
strator has to do more than just tolerate the program, 
or leave it to establish itself. He must carry the final 
responsibility and authority for the program. (4) It 
is essential that inservice education fit within the clini- 
cal situation of which it is a part. It cannot go beyond 
or contrary to the general level of hospital treatment. 
The director of the program should be responsible to 


°Based on a paper presented at the joint Western Divi- 
sional Meeting of the A.P.A. and the West Coast Psycho- 
analytic Societies, September 25, 1959. 


By SUSAN IRVING, R.N., Director of Inservice Education 


NANCY KINTNER, R.N., Director of Nursing Service 
CHARLES H. JONES, M.D., Superintendent, 
Northern State Hospital, Sedro Woolley, Washington 


the administration, but separated from line authority 
responsibilities. There should be clarification of the 
educational director's role and function from the begin- 
ning, in order to eliminate confusion and resentment 
which could result in interference with the effectiveness 
of the program. 

Such an administrative approach as described above 
was used recently in instituting an inservice education 
program for nursing personnel at Northern State Hospi- 
tal. To implement the improvements in the treatment 
programs of the hospital, it was necessary to raise the 
level of competence of the nursing personnel; in other 
words, to increase the knowledge, understanding, wil- 
lingness to contribute, and technical skills upon which 
such competence is based. Accordingly, the hospital 
administration decided to institute an inservice educa- 
tion program. 

For this purpose a director of inservice education was 
added to the nursing staff. The role and functions of 
this position were outlined in conferences with the 
hospital administrator, the director of nursing service, 
and the nursing supervisors. The inservice education 
director was given the responsibility and authority for 
administrating the program, under the supervision of 
the director of nursing service and the hospital admini- 
strator. 


Educational Needs Surveyed 


A three-month survey was conducted in the hospital 
to ascertain the educational needs of nursing personnel, 
to evaluate the existing educational opportunities and 
their possible utilization, and to gain the hospital staff's 
participation in the inservice education program. Two 
methods were used in conducting this survey. One was 
an interviewing process, in which the inservice educa- 
tion director saw a representative sample of the clinical 
staff in individual interview. The sample, selected by 
the director of nursing service and the director of in- 
service education, consisted of eight physicians, two 
psychologists, 15 registered nurses, 12 licensed practical 
nurses, and 13 hospital attendants. This total of 50 
clinical staff members ranged from the assistant super- 
intendent of the hospital to the beginning hospital 
attendant; from personnel with 21 years of service to 
those with less than one. Eleven different clinical areas 
within the hospital were represented, ranging from the 
acute medical-surgical service to the industrial therapy 
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program. Those interviewed were asked what they 
thought should be included in an inservice education 
program for nursing personnel, what existing confer- 
ences they felt were helpful and how they might be 
made more so, and what they saw as possible obstacles 
or deterrents to instituting such a program. 

The other method employed in the survey was that of 
participant observation. The director of inservice edu- 
cation attended a representative sample of regularly 
scheduled group conterences, evaluated these confer- 
ences in terms of educational potential, and suggested 
how they might be used more effectively in the new 
program. The conferences evaluated were those which 
might be considered educational opportunities in the 
broadest sense. In other words, they were those con- 
ferences through which, by the discussion of specific 
or general knowledge, nursing personnel could gain 
increased understanding of the psychiatric and physical 
care of patients. 

The evaluation did not include those conferences which 
are strictly administrative, direction-giving, or limited 
to the exchange of information about patients, such as 
doctors’ rounds, supervisors’ rounds, morning report, or 
nursing reports from shift to shift. 

The data collected in the survey, along with the con- 
clusions and recommendations of the director of in- 
service education, were submitted in writing to the hos- 
pital administrator and the director of nursing service. 
The report was then circulated to all wards, depart- 
ments, and services within the clinical area of the hos- 
pital. 

Planning the Program 

Based upon the findings of this survey, specific recom- 
mendations were made for the immediate and projected 
plans for the inservice education program for nursing 
personnel. The suggested plans were discussed by the 
administrator of the hospital, the director of nursing 
service, and the director of inservice education in a 
series of conferences, out of which came the decision to 
institute the immediate plans, give them a trial run, 
evaluate the results, and then incorporate the projected 
plans as they could be assimilated. 

One of the main problems was to institute the new 
program in such a way that it did not disrupt the on- 
going education programs in the hospital. These in- 
cluded those for graduate and undergraduate _profes- 
sional nurses, a program leading to licensure in the 
state for practical nurses, an affiliation for student prac- 
tical nurses from the local junior college, and various 
teaching programs carried on by the wards or areas 
themselves. 

The over-all plans were discussed in detail with the 
entire nursing supervisory staff. Some of the admini- 
strative aspects of the program, such as the assignment 
of nursing personnel, supervision of their participation, 
and the designation of the time and place for various 
classes, were to be shared by the nursing supervisors 
and the director of inservice education. In addition, 
the nursing supervisors were asked to attend the group 
discussions planned for the nursing personnel under 
their supervision. This was done to give the supervisors 
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an opportunity to become more familiar with the current 
concepts of psychiatric care, the degree of understanding 
of their personnel, and the amount of further assistance 
their personnel would need. 

To demonstrate further this kind of administrative 
approach to inservice education, one of the recommenda- 
tions resulting from the survey was a planned rotation 
of assigned nursing personnel to the weekly comprehen- 
sive case conference, and to a subsequent conference 
to be focused upon nursing care. The comprehensive 
case conference is a multidisciplinary presentation of an 
individual patient’s case. It is held primarily for mem- 
bers of the medical staff who want assistance with the 
diagnosis, treatment, or disposition of a particular pa- 
tient, or who want to present a patient to demonstrate 
a particular kind of behavior or response to treatment. 
Various staff members—medical, nursing, social service, 
psychology, occupational therapy, recreation therapy, 
and industrial therapy—participate in this conference. 


Postconference Meeting for Nurses 


Following the comprehensive case conference, the as- 
signed nursing personnel meet for their own group dis- 
cussion. The purpose of this is to help nursing personnel 
to understand the dynamics of mental illness, to clarify 
wherever necessary the previous discussion in a com- 
prehensive case conference, to realize their part in car- 
ing for patients, to discuss some of their own feelings 
in regard to patients, and, generally, to feel a part of the 
clinical treatment program. 

Before the inception of this plan, the hospital admini- 
strator sent out a written description to the entire hospi- 
tal staff, defining the comprehensive case conference 
and the nursing personnel’s participation in it. In addi- 
tion, the plan was discussed in administrative meetings 
with various staff members, including the physicians, 
nursing supervisors, registered nurses, and ward charge- 
attendants. 

Rotations were then planned according to the various 
hospital areas, by the director of inservice education and 
the supervisor of the particular assigned area, starting 
with the acute receiving and treatment wards. Nursing 
personnel are assigned in groups of eight to ten, and rep- 
resent a cross section of all levels of ward personnel. 
Registered nurses, licensed practical nurses, and hospital 
attendants in all categories are included. In addition, 
the supervisor of the assigned area also attends the 
comprehensive case conference and the subsequent 
meeting with nursing personnel from her area. The 
plan is to include all the nursing personnel in such a 
rotation eventually. 


Evaluating Participation 


At the end of each rotation, the director of inservice 
education, the supervisor of the assigned area, and the 
individual participants from nursing personnel evaluate 
the rotation. One evaluation consists of listing those 
factors about the rotation that the participants find 
helpful to them in their work, those factors which they 
do not like about the rotation, and any suggestions for 
future rotations of this kind. Subsequent rotations are 
planned, taking these evaluations into consideration. 
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Although this kind of evaluation deals primarily with 
content, it also brings out the feelings and attitudes of 
nursing personnel. The ward behavior and level of 
competence of individual participants can be predicted 
on the basis of feelings and attitudes expressed in the 
discussions and evaluations. However, further observa- 
tional studies need to be done to determine if such a 
learning experience does increase the ability of nursing 
personnel and thus improve the services offered to 
patients. 

Upon completion of each rotation, the director of in- 
service education submits a written summary to the 
hospital administrator and the director of nursing ser- 
vice. This summary is also circulated to the nursing 
supervisors and the ward personnel. It contains the 
composition of each group of assigned nursing personnel; 
a summary of the content of the follow-up nursing con- 
ferences; the evaluation of the rotation by the director 
of inservice education, the area supervisor, and the 
participating members from nursing personnel; and an 
evaluation of the area supervisor's participation in the 
rotation. 


This particular plan of rotation of nursing personnel 
to comprehensive case conference is only one segment 
of the total inservice education program at Northern 
State Hospital. It is described in some detail in order 
to demonstrate the use of one kind of administrative 
approach. 


The Over-All Program 


In summary, then, one of the functions of hospital 
administration is to offer improved services to patients. 
Services to patients, particularly psychiatric patients, 
are directly dependent upon the nursing personnel’s 
ability to carry out the therapeutic program. One way 
to increase the nursing personnels level of competence 
is to institute an elective inservice education program 
for them. To be effective, this program should be based 
upon the educational needs of the nursing personnel. 
It should use as many as possible of the educational 
opportunities which exist within the hospital. It should 
be participated in by all levels of the hospital staff. 
Finally, it should be an integral part of the over-all 
clinical philosophy of the administration. Kk 


The Psychiatric Aide Of Tomorrow 


fer EVER-PRESENT SHORTAGE of nurses has, in a sense, 
taken the aide out of mere routine ward work, and 
placed in his untrained hands the need for him to do, 
under round-the-clock good supervision, many a nursing 
task. This has added greatly to his various responsibili- 
ties toward his patients, his supervisors, and his medical 
officer. 

Within most mental hospitals today there are no doubt 
many aides, like this writer, who are pushing on to ripe 
old age. We could once walk and hike around like the 
young folks; but now we are growing old, and there is 
no use fooling ourselves. So, it would seem that insti- 
tutions for the mentally ill should recruit more young 
people as aides, then try to keep them and induce them 
to make careers of their jobs. How best to do this? 

I have given this a lot of thought, because I cannot 
help but feel that young people coming in as career 
workers with a real sense of dedication can help more 
patients than anyone else can. I believe that the first 
thing should be an on-the-job training program where 
young people come and live right on the grounds, in 
special quarters, so that they can take training in prac- 
tical nursing and in psychiatric nursing. This program 
should not last over one and one-half years, and at the 
end of that time I would give those who passed a 
diploma in practical nursing and let them take the state 
examination for a practical nursing license. I would 
also give them a diploma for having completed the psy- 
chiatric part of the course. 

I would have all the written material for this on-the- 
job training in loose-leaf form, and would at the start 


of the course sell each trainee a loose-leaf folder, at cost. 
Through the help of a nursing instructor, | would pre- 
pare the text material just for the particular institution, 
and would have the lectures dittoed for each trainee. 

It would cost something. This cost could be spread 
over all trainees, so that it would not cost each one 
very much, 

These young people should receive some pay while 
in training. For this they would work on the wards 
some part of each day, while they were not in class. Of 
course, they should be allowed ample time for study. 

As for what kinds of people these trainees should be 
—I would want them single, of good health, of high- 
school education, and between the ages of 18 and 27. 
I would not want them after 27. 

Hospitals that are too small to support such a program 
by themselves could combine with two or three other 
small hospitals and put on the program between them. 
Students could then rotate from one hospital to another 
in their studies and in their ward work, and might be- 
come better aides than those who had all their training 
in just one place. 

Finally, 1 would hope to see a new day in mental 
hospitals, with each aide-position filled by a young per- 
son who had taken this on-the-job training. We oldsters 
must give way to the youngsters, who are much better 
able to reach the patients, to talk to them in their own 
language, and, out of this, to build for these patients 
a new kind of hope. 

Henry Francis Kane, Aide 
Willmar State Hospital, Minnesota 
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TEACHER EDUCATION 
IN A MENTAL HOSPITAL 


By DAVID S. BRODY, Ph.D. 
Oregon College of Education, Monmouth 


HOWARD S. SEXSMITH, M.D.* 
and DONNA G. SEXSMITH, M.S.W.* 
Oregon State Hospital, Salem 


oe OF THE PRIMARY GOALS of our educational system 
should be to provide the child with a feeling that 
he has the competency to profit from his learning ex- 
periences. The need to achieve and accomplish is es- 
sential to normal development, and reflects a significant 
motive in the lives of human beings. To utilize this 
motive effectively requires skillful teaching, particularly 
as it relates to the emotionally disturbed child. 

Although a considerable number of children and ado- 
lescents have been admitted to our state hospitals, very 
little has been provided in the way of continuing their 
education. In addition, there is an acute shortage of 
professionally qualified teachers. C onsequently, many 
children who could benefit from adequate educational 
programs are denied the chance and, in fact, often re- 
ceive nothing more than custodial care. 

However, the current emphasis on the mental hospital 
is as a rehabilitation center, not as a custodial agency, 
and it is essential that educational programs be adapted 
to the specific needs of those young people whose regular 
schooling has been interrupted because of hospitalization. 
To accomplish this, of course, requires a team approach 
involving a close working relationship between psychia- 
trists, educators, and those in related professions. The 
problem is not solved simply by providing teachers who 
offer instruction in subject matter areas; these teachers 
must have developed not only a competency in the sub- 
ject, but also a sensitivity to the emotional needs of oth- 
ers, as well as an understanding of their own needs and 
feelings as they relate to disturbed children. 

With this point of view as a guide, the Oregon College 
of Education and the Oregon State Hospital, with Sne- 
cial assistance from the State Board of Health, organized 
a mental health project designed to fulfill a two-fold 
purpose: (1) To provide selected groups of graduate and 
undergraduate students in education with experience in 
teaching emotionally disturbed children and adolescents, 
and (2) To provide academic instruction to children of 
school age who are patients at the state hospital. 


History of the Project 


Initial plans for the project were formulated in the 
fall of 1956 by a staff psychiatrist at the hospital and a 
psychologist at the college, and were reviewed by the 
hospital's superintendent and director of education and 
research. The program was approved by the college’s 


*Now at South Florida State Hospital, Hollywood. 
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director of teacher education and was included as a 
regular college course, available to two groups of stu- 
dents: (1) Undergraduates who had completed their 
student teaching and were in their senior year in college, 
and (2) Graduates, some of whom were employed as 
full-time teachers. Students, enrolling in the course, ar- 
ranged to teach in the hospital for two to six hours per 
week depending on the number of credits for which they 
registered. In addition, each student was required to 
attend a two-hour weekly seminar conducted by a 
hospital psychiatrist. 


Early Operation 


In the winter quarter of 1957, three students who had 
completed their practice teaching in elementary educa- 
tion were selected as project teachers. Approximately 
20 children, considered most likely to profit from instruc- 
tion, were chosen by the hospital staff and enrolled as 
pupils. 

In the initial operation of the project, the student- 
teachers held individual interviews with the pupils prior 
to the start of classes. These interviews were focused 
on the academic interests of the children and _ their 
school experience before coming to the hospital. The 
information obtained was then reviewed and it was 
decided that any fixed plan of classwork should be 
avoided; instead, the student teachers were to proceed on 
a very flexible and informal basis. The instructional 
methods consisted primarily of educational films and 
filmstrips which were used as discussion springboards. 
Reading materials, in the way of books and pamphlets, 
were provided for children who wished to further pursue 
subjects in which they were particularly interested. 

Whereas the program in the winter was restricted to 
students preparing for elementary-school teaching, it 
was extended in the spring to include those studying 
secondary education. Altogether seven student-teachers 
were registered; three in elementary education, three in 
secondary, and one employed as a full-time junior-high 
school teacher. The hospital classes in the spring were 
organized somewhat more formally than in the winter, 
and some of the patients received instruction in specific 
high-school courses. The over-all plan, however, con- 
tinued to be flexible and permitted a great amount of 
variation. 

The seminar discussions conducted by the psychiatrist 
remained much the same throughout the vear, and were 
centered primarily around classroom problems. Emphasis 
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was placed on the teacher’s role in relation to the child 
rather than on mental illness as such. The trainees 
themselves reported that the seminar discussions were of 
primary importance in understanding the meaning and 
significance of their various experiences with the children. 


Experience Prompts Change 


As was hoped, the second year produced an increase 
in participation, and student-teacher enrollment jumped 
to 14, of which six had full-time teaching positions and 
four had elected to take the course for two quarters. A 
year's experience, however, had also uncovered problems. 

One of the difficulties encountered during the first 
year had been that of establishing an effective liaison 
between the hospital wards and the school project, so 
that the children might be brought to class at the appro- 
priate time. This was overcome to a large extent, during 
the second year, by employing the services of a psy- 
chiatric social worker. She became particularly helpful in 
the patient's initial educational screening. She secured 
case data for the teachers, interviewed and performed 
follow-up on patients, and communicated information ob- 
tained from conferences with ward physicians and other 
staff members. 

The weekly seminars were conducted with a minimum 
of formality, and the teachers were encouraged to express 
their feelings and difficulties more freely. Much of the 
apprehension about work with mentally disturbed chil- 
dren subsided as emphasis was placed on understanding 
the emotionally disturbed child, and developing fresh in- 
sights and teaching techniques. Specific cases were fre- 
quently discussed. As the course progressed, the teach- 
ers, in almost all instances, developed an emotional 
adjustment, and were able to view the problem-child 
more objectively and deal with his difficulties more 
effectively. 


Improvement Leads to Modification 


In the third year of operation (the 1958-59 school 
term) a modification of the teaching schedule was in- 
troduced. During the first two years a number of classes 
had been scheduled in the late afternoon, early evening, 
and on Saturday morning. This had been done to permit 
working teachers to participate in the program; how- 
ever, it also introduced a number of administrative 
difficulties. As a result it was decided to restrict the 
scheduled classes to morning and early-afternoon sessions. 
This modified arrangement proved to be far more satis- 
factory, providing improved class scheduling and a more 
adequate instructional program. As a result of this move 
it became impossible to include teachers who were al- 
ready teaching full time on a regular job. It was felt, 
however, that it would be best to continue the program 
by restricting it to students who were able to teach at the 
hospital during regular hours. 

In the seminar meetings, the psychiatrist modified his 
instruction to some degree by conducting specific case 
studies and inviting those patients whose cases were being 
studied, to come in for part of the discussion. 

The program is now nearing the end of its fourth year. 
To date, the students unanimously report that the hos- 


pital teaching course has been one of the most significant 
educational experiences in their entire college work. They 
indicate that its value lies in providing a type of under- 
standing of the school child that does not come from 
formal college courses. They have reported that the 
experience in the hospital has changed their perspective; 
they now see emotionally disturbed children as having 
basic needs and problems which are essentially the same 
as those of more normal children—the primary difference 
being the exaggerated expression of particular traits. As 
a result they not only feel less threatened by the disturbed 
child but also acquire insight into the personality of the 
average child. Moreover, students note that from this 
experience they obtain something even more significant 
—an understanding of themselves in terms of their re- 
lationships to children in a classroom. 

We believe that it is the enhanced understanding of 
self and others that makes the project so valuable from 
a mental health point of view. Particularly noteworthy 
is the enthusiasm with which the students have recom- 
mended the course to others. Of further value are an in- 
creased appreciation of the problems confronting a men- 
tal hospital, and an awareness of community needs for a 
mental health program. There is no question but that this 
will be reflected in the attitudes of these teachers as they 
work in different communities throughout the State of 
Oregon. 


Visible Progress 


In addition to the inherent value of academic instruc- 
tion for the patients, this educational program has had 
other, therapeutic effects. It has been a motivational 
factor in getting many patients to associate in a more 
healthy manner with their peer group, and in a situation 
more akin to normal childhood and adolescent experi- 
ences in the community. A valuable contribution was 
made by the teachers in helping patients with their social 
interaction in the classroom. 

Some quite severely disturbed patients, who, at first, 
could receive only individual instruction for short periods 
of time, were gradually enabled to tolerate instruction in 
a group with three or four other patients. In addition, a 
few patients were capable of accepting longer periods of 
instruction as they became more comfortable with their 
teacher. 

We have noted a gradual growth of positive attitudes 
toward this educational program on the part of the entire 
staff, particularly many ward aides, some nurses, and 
several physicians. Similarly, many of the patients have 
increased their interests to the extent of requesting still 
more courses, some at the senior-high-school level, and 
even a few at the university level. 

Today, even though it has undergone numerous 
changes, modifications, and innovations, our teacher edu- 

cation program is still meeting its original purpose: to 
fulfill the combined needs of a teacher-education and a 
treatment program in such a way as to develop greater 
competency in teachers who face emotionally disturbed 
children, either in a normal classroom or in a hospital, as 
well as to meet the educational needs of patients in a 
mental hospital. wok 
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By MORRIS B. SQUIRE 
Administrative Director 
Forest Hospital 
Des Plaines, Illinois 


A i WILL LOOK like a home, not a hospital, and will 
be called Country House.” That was a year ago. 
Today, Country House does look like a home, and its 30 
additional beds are just what the psychiatrist ordered—or 
maybe what an increased population demanded. 
Country House is located at Forest Hospital, an in- 
tensive, private-practice, psychiatric facility in a suburb 
of Chicago. The hospital is dedicated to the idea that 
intensive, all-out therapy can mean an early return to 
society for most patients in need of treatment for emo- 
tional or mental disorders. The fact that the average stay 
at Forest is only 17 days seems to substantiate this idea. 
The addition of the hospital's new facility is indicative 
of what is developing in numerous suburban areas all 
across the country—the need for expansion to take care 
of an increasing population. Fortunately for Des Plaines, 
this expansion is bringing the area a growing concentra- 
tion of medical facilities. Five new general hospitals 
have been or are being built. Stritch School of Medicine, 
along with its teaching facility, Mercy Hospital, is mov- 
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ing from its Chicago location into the northwestern com- 
munity; another existing medical school is considering 
a similar move; and plans are being formed to establish 
a third medical school within the next decade. Natural- 
ly, this increase in medical facilities has brought with it 
a growth in the physician population, including a large 
number of practicing psychiatrists. Accordingly, Forest 
Hospital decided to open its facilities and develop an 
attending staff analogous to those of general hospitals. 
(At present the hospital’s attending staff includes 38 
qualified psychiatrists. ) 


Planning for Expansion 


It soon became evident that the hospital's 60 available 
beds were inadequate to meet the increased need for 
service. Moreover, every sign indicated even greater 
demands on the hospital in the future. Expansion be- 
came imperative. 

As a first step, the hospital sought the advice of ex- 
perts in hospital construction. For additional ideas, in- 
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spection visits were made to psychiatric hospitals and 
general hospital psychiatric units throughout the coun- 
try. Attending staff, nursing staff, maintenance person- 
nel, and patients were consulted. Comments were re- 
ceived concerning easier housekeeping procedures, types 
of furniture and equipment, and location of various fa- 
cilities. Patients even tested various types of furniture. 
Everyone's views were taken into consideration. 
Gradually, out of all the planning and consultation, 
an image emerged of the ideal mental hospital facility— 
combining maximum efficiency, safety, and ease of main- 
tenance with maximum comfort for patients. It would 
look like a home, not a hospital. The building would so 
capture the surrounding outside area that both would 
seem perfectly integrated with each other. Environment 
would augment other forms of therapy. From this image 
grew plans for a new 30-bed wing—the Country House— 
so named to reinforce the idea that the milieu was to be 
more home than hospital for the patients living within it. 


The Physical Environment 


The Country House was opened to patients in August, 
1959, just four months after ground-breaking ceremonies. 
It is fireproof and contains numerous safety precautions. 
Automatic electrical releases have been installed on the 
doors; snaps, riveted to plastic runners, replace the 
usual sharp hooks for hanging drapes; chairs and tables 
are specially constructed from 25-ply plywood to with- 
stand heavy wear. 

Yet this stress on safety has been accomplished withcut 
sacrificing the homelike atmosphere. Many of the in- 
novations contribute to the beauty of the surroundings 
as well as to the patients’ comfort. Although the specially 
designed protective screens, for instance, are made of 
stainless steel and aluminum, they appear to be ordi- 
nary insect screen. The furniture, all wood and cloth, 
is Danish modern. Dozens of original paintings on the 
walls, hi-fi music, and natural lighting in the hallways 
contribute warmth and cheer to the environment. 

The color schemes, planned by an interior designer, 
further the homelike effect. Only three colors—citron 
vellow, apple green, and peach—are employed. For easy 
maintenance and early occupancy the colors were in- 
corporated into the finish coat of plaster. 


This corner of the patients’ lounge at 
Country House portrays the homelike 
atmosphere so prevalent throughout the 
entire building. The paintings on the 
walls are all originals; the furniture Dan- 
ish modern. In addition to the decora- 
tive lamps, overhead skylights provide 
natural illumination. The interior was 
planned with an eye to maintenance 
and safety, as well as pleasant surround- 
ings. The building is fire-proof, and fully 
air-conditioned. Even with its up-to-date 
facilities and equipment, Country House 
was ready for patients within four months 
after ground-breaking ceremonies, 


Patients have free use of a beautiful 16x60-foot lounge, 
where decorations include large, live plants. Recrea- 
tional facilities include television and a variety of table 
games. Because patients are rarely destructive ‘after their 
initial period of hospitalization, no special problems have 
been created by this homelike environment. 


Maintenance and Convenience 

Efficiency for both nursing staff and attending psy- 
chiatrists was also an important factor in designing the 
Country House. A centrally located, open, nursing sta- 
tion makes nurses available to patients at all times. 
Doctors’ offices are located right in the wing. 

Maintenance is simple. Air conditioning keeps dust 
to a minimum. Bathroom floors are ceramic tile; other 
floors are vinyl tile. The walls require no maintenance. 
Each room contains comfortable chairs, a table, and the 
beds, which convert to couches during the day. There 
are no desks or dressers. Instead, the rooms contain 
specially designed, built-in closets, adapted from the stor- 
age ideas used in the most modern hotels. These closets, 
incidentally, were pre-tested by patients before they 
were included in plans for the new wing. 

Of the 30 beds in the Country House, 26 are used for 
active, intensive therapy; four are reserved for security. 
The security station, for disturbed or destructive patients, 
has its own lobby and is directly adjacent to the nursing 
station. 

Staff evaluation indicates that the Country House is a 
success. Patient-tolerance for the hospital stay is im- 
proved, and care is easier. The new, open, nursing station 
has proved so efficient that a similar station has since 
been built in the hospital’s other wing. 

Above all, the new wing has shown that a mental hos- 
pital should take into account the special problems of 
psychiatric patients, and not copy the general hospital 
in all ways. Efficiency, patient safety, and ease of main- 
tenance are important in a mental hospital, but the en- 
vironmental atmosphere is of paramount importance, 
since the mental patient’s needs are fundamentally differ- 
ent from those of the medical or surgical patient. Mental 
patients need an environment that seems more home 
than hospital. That is the environment Forest Hospital’s 
new wing provides. wk 
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REVIEWS & COMMENTARY 


READERS’ FORUM 


Readers Criticize March Cover 


No person reasonably familiar with the manifold intri- 
cacies of business management in public mental hospitals 
should fail to appreciate the spirit and message conveyed 
by the cover of your March issue, (The Business Admin- 
istrator ). 

Yet permit a few murmurs of protest. In the pressure 
of his work this man has scuttled his dignity. Has he 
closed his office to the public on this day perhaps, in 
order to help a tardy bookkeeper meet a deadline? Or 
perhaps he has left his desk and gone to the bookkeeper’s 
office, where he has hung up his threadbare coat and 
pitched headlong into this vital work. The large, com- 
mercial calendar, too prominently displayed, and the 
three filing cabinets suggest he’s not in his own office. 
Alas, take further note! This coatless, harried man has 
an outmoded manual adding machine, but no telephone! 
Not even a single-station desk set. Perhaps he is not 
trusted with rapid communication. Perhaps his office is 
not sufficient!y provided with electricity. 

In short, respected Editors, the perspective of this 
illustration is a little cockeyed. This gentleman appears 
to have the worries appropriate to a business administra- 
tor but not the dignity. In fact, this old young man may 
have been re legated. His usefulness may have ebbed 
when his hairline receded. He may know the answer, for 
in spite of it all he has the slightest trace of a Mona Lisa 
smile. 

Edward Allport 
Assistant Business Manager 
Delaware State Hospital, Farnhurst 


Mr. Allport's letter is one of a number of similar pro- 
tests which we have received from members of the 
American Society of Mental Hospital Business Adminis- 
trators regarding the illustration on the cover of the 
March issue of Menta Hosprrats. We selected Mr. 
Allport's letter because it covers, very wittily, all the 
points raised by our other correspondents. 

We can only plead the difficulty of illustrating such ab- 
stractions as “administration,” “psychotherapy,” “milieu” 
and the many other philosophical concepts with which 
the mental hospital field abounds. Hindsight, notoriously 
better than foresight, now suggests tec hniques whereby 
we might better have conveyed the spirit of the very fine 
quotation supplied by Mr. Allport himself and by Mr. 
Alexis Tarumianz, the President of the Society. 
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We hope that our good friends and long-time associ- 
ates, the business administrators of our subscribing hos- 
pitals, will accept our word that any misrepresentation 
of their role was entirely unintentional, and not due to 
any deprecatory feelings, conscious or unconscious! 


P.V. 


Statistical Disagreement 


I would like to call to your attention an error in the 
book review by William P. Hurder of Mental Health 
Manpower Trends, by George W. Albee, Ph.D. In Dr. 
Hurder’s review, on page 53 of the January issue of 
Menta Hosprrats there appears the following state- 
ment: 

“This does not seem to be the case in social work, a 
field which requires 50,000 more trained people by 
1960, according to Dr. Albee. Since schools of social 
work train no more than 2,000 students per year, there 
is no room for optimism in this field. In addition, of 
the 80,000 trained social workers in the United States 
today, only a small fraction are psychiatric social 
workers.” 

The facts are as follows: There are over 100,000 social 
workers in the United States today. Of these, 80,000 are 
untrained and only about 20,000 to 25,000 social workers 
are graduates of an accredited school of social work. Of 
the approximately 25,000 professionally trained social 
workers there are some 4,000 to 5,000 who could be 
classified as psychiatric social workers. It should be men- 
tioned, however, that the term “psychiatric social work- 
er’ no longer carries the connotation that it did twenty or 
thirty years ago or even ten years ago. The policy of the 
Council on Soci al Work Education which is, among other 
things, the accrediting body for the sixty-odd schanls of 
social work in the United States and Canada, is that so- 
cial work education must be of the highest caliber in 
order for a school to maintain its accreditation. In the 
training of social workers a large segment of what used to 
be known as specialized training for psychiatric social 
work is now required for every student. As a former 
professor in a school of social work I can attest that this 
position is a very sound one. In the final analysis, what 
we are looking for in this field is not people with special 
handles but people who are extremely competent and 
are dedicated to serving their patients and clients. 

Joseph Andriola, Ph.D. 
Chief Social Worker 
Atascadero State Hospital 
California 
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CURRENT STUDIES 


This column lists reports on investigations of interest 
to mental hospital personnel. Authors have agreed to 
make copies of their papers available, and requests 
should be sent to them directly, with 25¢ for postage and 
handling (unless otherwise indicated).The Editor wishes 
to point out that these studies have not been evaluated 
by the A.P.A. 


Monco.isM—Hore TuroucH REsearcu. Prepared by Na- 
tional Institute of Neurological Diseases and Blindness, 
Public Health Publication No. 720 and Health Informa- 
tion Series No. 94. (Single free copies may be obtained 
from the National Institute of Neurological Diseases and 
Blindness, Bethesda 14, Md. Quantity orders cost $3 per 
100 copies from the Superintendent of Documents, Gov- 
ernment Printing Office, Washington 25, D. C.) 


Group PsYCHOTHERAPY WITH GERIATRIC PATIENTS IN A 
State Hosprrat—Resutts oF A THREE YEAR Stupy. Kurt 
Wolff, M.D., VA Hospital, Coatesville, Pa. 


STATE ACTION IN THE FIELD oF AGING, 1958-1959 — A 
Progress Report — RM-334, January 1960. Compiled and 
published by The Council of State Governments, 1313 
E. 60th St., Chicago 37, Ill. Price: $3. 


The following Fact Sheets, published by the Joint 
Information Service of the American Psychiatric Associ- 
ation and the National Association for Mental Health, 
are available upon request from the Joint Information 
Service, American Psychiatric Association, 1700 18th St.., 
N.W., Washington 9, D. C. (please enclose 25¢ for post- 
age and handling): 


Fact Sheet No. 6 (June 1958)—VartaTions IN ORGANIZA- 
TION PRACTICES AMONG GumaNce CLuinics, 1955. 


Fact Sheet No. 8 (Jan. 1959)—Hicuuicuts or RECENT 
Com™MuNITY MENTAL HEALTH LEGISLATION. 


Fact Sheet No. 10 (Aug. 1959)—NumBer, DistriBuTION 
AND ACTIVITIES OF PSYCHIATRISTS. 


Fact Sheet No. 11 (Nov. 1959)—Trenps In PsYCHIATRIC 
TRAINING CENTERS, 1956-1958. 


BOOK REVIEWS 


BASIC CONSIDERATIONS IN MENTAL RETARDA- 
TION: A PRELIMINARY REPORT—Report No. 43, 
Group for the Advancement of Psychiatry. Obtain- 
able from Publications Office, G.A.P., 104 E. 25th 
Street, New York 10, N. Y., 22 pages. 


This small pamphlet sets forth in ordinary language a 
succinct statement of current thinking and trends in men- 
tal retardation. It is addressed to those concerned with 
health, education, and welfare, and to professional and 
community leaders. The report briefly considers history, 
definition, classification, etiology, residential centers, 
family constellation, and community planning. 

The report recommends the establishment of psychi- 
atric centers for children, which will make available a 


complete range of diagnostic and treatment services in- 
cluding inpatient, day-hospital, and outpatient care. The 
center would serve all diagnostic categories: mentally re- 
tarded, neurotic, and psychotic children, and thus make 
available complete professional skills to all children re- 
gardless of diagnosis. The difficulties inherent in differ- 
ential diagnosis are noted and “represent a serious haz- 
ard, because in our administrative practices diagnostic 
terms generally imply therapeutic disposition.” 

Broad community planning is considered essential in 
order to meet the needs of the retarded. This includes 
provision of services, availability of professional staff to 
provide services, community education, and acceptance 
of the mentally handicapped as participating citizens in 
the community. 


EMOTIONAL FORCES IN THE FAMILY—Edited by 
Samuel Liebman; J. B. Lippincott Co., Philadelphia, 
1959, 149 pages, $5. 

This is the fifth volume in a series based upon lectures 
given at the North Shore Hospital in Winnetka, Illinois. 
Nine psychiatrists discuss aspects of family relationships. 
The topics and authors are as follows: 

The Development of the Family in the Technical Age 

—J. Meerloo 

The Role of the Mother in the Family—L. Jessner 

The Role of the Father in the Family—C. Ness 

The Role of the Children in the Family—S. Berman 

Emotional Impact of In-Laws and Relatives—N. Acker- 

man 

The Impact of Aging in the Family—D. McKerracher 

The Individual, the Family, and the Community—J. 

Marmor 
The Individual, the Family, and the Boss—B. Schaffner 
The Disintegrating Impact of Modern Life on the 
Family in America—L. Kubie 

This reviewer found a major feature of the group of 
lectures to be the sociological framework upon which 
they hang. There is much discussion of role, culture, 
social system, values, and communication. New words 
and concepts have entered and been integrated into the 
province of psychiatry. The volume is an example of the 
interrelatedness of psychiatry, sociology, and anthropol- 
ogy, with other social sciences. The result is a broaden- 
ing of psychiatric thinking adapted to the needs of today. 
The following excerpts are examples of the flavor of the 
lectures. 

Dr. Sidney Berman, writing about children in the fam- 
ily, says: “It is the responsibility of the family to de- 
velop in children culturally appropriate roles and to 
structure an adequate fit between the child and society. 
The role concept requires clarification, since it is not al- 
ways used in a clearly definable sense. In a transactional 
situation such as exists in the family, the role of any 
member refers to a goal-directed pattern of interaction 
between that member and others for the given position 
that member maintains in relation to others in the family 
group. The role concept is a convenient and unique way 
of forming the mental impression of a dynamic link 
which unites the intropsychic processes and social influ- 
ences, so that they are comprehended simultaneously as 
we evaluate the given behavior assumed by anyone. 
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Is your 
hospital 
using the 
Mental 
Hospital 
Service 

film library? 


23 excellent films are at your service—for 
inservice training and community education 
programs. 


Films may be borrowed by all full subscribers 
to the A. P. A. Mental Hospital Service for 
only a nominal handling charge. 


It you do not have the Film Catalogue with order 
blanks, write today for your copy. 


A.P.A. MENTAL HOSPITAL SERVICE 


1700 18th St., N.W. Washington 9, D. C. 


“This is a new and difficult way of formulating human 
behavior in a multidimensional frame of reference. It 
presents a whole trend in the way of thinking which is 
not in accord with our accustomed modes of thought. 
Yet it can prove to be a useful way of joining or uniting 
the intrapersonal systems of the id, the ego, and the 
superego with the interpersonal system of the family in 
which the former derives many of the characteristics 
from the latter. It also provides a method whereby cul- 
tural value orientations can be described simultaneously 
from the point of view of the individual and from that . 
society. In addition, the role concept may furnish ¢ 
knowle dgeable conce ptual scheme for the study and me 
deve lopme nt of child-rearing technics unique for our cul- 
ture and in accord with our cultural goals. This might 
introduce a workable way of applying known mental 
health principles to child-rearing practices, not only in a 
scientific frame of reference but also in a practical man- 
ner. 

Dr. Judd Marmor in his lecture writes: “In conclu- 
sion, then, I have tried to indicate how in recent dec- 
ades, as a result of vastly improved means of communi- 
cation and transportation, the geographic barriers which 
once gave some degree of stability and homogeneity to 
neighborhood communities have broken down. As a 
consequence, neighborhood relationships have become 
more tenuous, and the individual family a relatively iso- 
lated unit, with resultant intensification of intrafamilial 
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dependency patterns, and increased patterns of distrust, 
suspiciousness, and insecurity extrafamilially. At the same 
time, through mass communication media and the needs 
of an increasingly complex technology, the social pres- 
sures toward conformity have accelerated tremendously, 
leading to loss of individuation and to inner feelings of 
emptiness and boredom. The frenetic drive towards the 
acquisition of material goods is seen as One consequence 
of this psychological void, with the old Protestant Ethic 
and its emphasis on work, thrift, and reward in the here- 
after giving way to a new Age-of-Anxiety Ethic, in which 
leisure, spending, and pleasure in the here-and-now have 
become the goals of living.” 

The lectures are easy and pleasant reading. Social 
workers, in particular, may find the material useful. 


Lucy D. Ozarin, M.D. 


NEW PRODUCTS 
Do-It-Yourself Bed Bumpers 


Your New Products Editor has been looking for a cer- 
tain “new product” in hospital bed bumpers—a rubber 
disc large enough to prevent beds equipped with slightly 
protruding side rails from marring walls. It seems that 
disc bed bumpers larger than six inches in diameter are 
not manufactured, but in spite of this setback, a good 
solution to the problem was found through the do-it- 
yourself method. 

Six-inch bumper-discs of a type designed for use with 
caster stems were adapted for our purpose by mounting 
them on a sturdy right-angle bracket, approximately two 
inches wide. The hole in the bracket, through which the 
disc is bolted, is positioned at a distance between the bed 
leg and the wall, according to the depth of separation 
required. 

One bracket-mounted disc is installed on each wall- 
side leg, with the disc in a horizontal position, and the 
vertical face of the bracket fastened by two bolts to the 
bed leg. The head and foot of the bed are equipped 
with conventional bumpers which are sufficient to protect 
the walls. 

The spool centers of these disc-bumpers, which were 
intended to receive a caster (or stem-type bed leg), are 
bearing-mounted which has the further advantage of 
allowing the disc to revolve like a wheel whens er it 
strikes the wall. Angle brackets may be painted to match 
the bed. 


Fiberglas Toilet Seats 


T. A. Bravos, now Assistant Superintendent in Business 
Service at Atascadero State Hospital and formerly at 
Sonoma State Hospital, California, has sent along news 
about a special molded Fiberglas toilet seat that should 
be of great value in any hospital with both children and 
adult patients. In 1958, when the new pediatrics ward in 
the Sonoma State Hospital was opened, the existing 
standard toilet fixtures were practically useless for the 
youngest and smallest patients. Working with a reliable 
plastic firm, an inset was designed which made it pos- 
sible to utilize the toilets, maintain good housekeeping 
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and aseptic techniques, and avoid costly replacements 
of the toilets—an expense of several thousand dollars per 
ward. The insets cost approximately $14 each. The final 
advantage of the inset is that, as the ward population 
grows older, the inset can be removed without changing 
the basic fixture. 


Alexis Tarumianz 


FILM REVIEWS 


Four new films will be available after May 15 from the 
A.P.A. Mental Hospital Service Film Library: THE 
GENTLE WARRIOR, and THE FACES OF DEPRES- 
SION (reviewed in Menta Hosprrats, October 1959); 
ETERNAL CHILDREN (reviewed in April 1960); and 
MR. FINNEY’S FEELINGS (reviewed below). Hos- 
pitals which are full subscribers to the A.P.A. Mental 
Hospital Service may borrow these films and 23 others 
for only a nominal handling charge. A supply of new 
film catalogues with order blanks is being sent to sub- 
scribing hospitals. Order forms must be used when 
requesting films, otherwise the order will not be filled. 


THE DIAGNOSIS AND TREATMENT OF DEPRES- 
SIONS IN PRIVATE PRACTICE (black and white, 
25 minutes). Produced by Medical Dynamic Films 
for Wallace Laboratories. 


This is a fine example of the use of film to communi- 
cate information interestingly and unpretentiously. As 
narrator, S. Bernard Wortis, M.D., skillfully describes the 
behavioral and somatic symptoms of three types of de- 
pressions frequently seen by the general practitioner: 
situational depression, reactive depression with psycho- 
neurosis, and involutional depression (agitated depres- 
sion). These types are illustrated by actors representing 
patients as the physician sees them from his desk. 

Dr. Wortis explains that a large number of these 
forms of depression may be treated by the physician, and 
describes a minor form of psychotherapy which might be 
attempted if the physician is prepared to spend the time 
that is required for it. He warns, however, against “a 
pill and a pat on the back.” Signs of more severe types 
of depression are also described by Dr. Wortis, who help- 
fully suggests ways of referring such patients to a psy- 
chiatrist. 

Symptoms of the manic-depressive psychosis are de- 
scribed for the physician who may lack psychiatric 
training, with the recommendation that these cases be 
referred. The film concludes with a brief psychopharma- 
cological review, although specific trade names of drugs 
are not mentioned. 

This film, the second one about depression to have 
been produced in recent months by a pharmaceutical 
firm, is proof that comparisons need not always be 
odious. The film resembles THE FACES OF DEPRES- 
SION in its diagnostic material and intended audience of 
general practitioners, yet the basic approach is vastly 
different. There is, therefore, good reason to welcome 
this film as another fine teaching aid, and it mav well be 
used in mental-hospital seminars or workshops for gen- 
eral practitioners. While FACES OF DEPRESSION 


Looking for a film to help teach student 
nurses and aides about motivation? 


BROKEN 
APPOINTMENT 


This film emphasizes the importance 
of “talking things over” in developing an 
understanding of other people’s—and 
one’s own—motivation. A Discussion 
Guide provides some clues on how to 
use this film in mental hospitals. 


Available to all full subscribers to the A.P.A. Mental 
Hospital Service from the Film Library. 


Please use the order forms in your Film Catalogue. If you 


need more forms—or another catalogue—write today to the 


A.P.A. MENTAL HOSPITAL SERVICE 
1700 18th St., N.W., Washington 9, D. C. 


would help to involve the general practitioner emotional- 
ly in the problem, THE DIAGNOSIS AND TREAT- 
MENT OF DEPRESSION IN GENERAL PRACTICE 
would provide information on _ treatment methods. 
Nurses, aides, and ancillary hospital personnel would also 
find the latter film absorbing and instructive. (This film 
is available to mental hospitals and medical societies 
from the Wallace Laboratories, New Brunswick, N. J.) 


MR. FINLEY’S FEELINGS (color, 10 minutes). Pro- 
duced by the Metropolitan Life Insurance Co. 

In this brief animated cartoon, Mr. Finley reacts to a 
stressful situation with a rash act which only brings him 
more problems and more tensions. He doesn’t recognize 
that his emotional reaction to stress stems from his feel- 
ings about authority figures. Although the film makes no 
attempt to go into the reasons why Mr. Finley originally 
developed his particular reaction to authority, it does 
show that he began to demonstrate these feelings early 
in life. After talking with a friend, he begins to realize 
that his behavior, under stress, follows a pattern of dis- 
placing unpleasant emotions. It is left to the viewer's 
imagination as to whether he will seek psychiatric help 
with his problem. The color and animation are excellent, 
and it is only to be regretted that the brevity of the film 
prevents delving into Mr. Finley’s feelings with more 
depth. However, with a trained discussion leader, this 
film can stimulate fruitful discussion of the emotional 
factors influencing the behavior of the individual and 
his relationships with others. (Available to all full sub- 
scribers to the A.P.A. Mental Hospital Service from the 
Film Library. ) 

Jack Neher 
Mental Health Materials Center 
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NEWS NOTES 


12th Mental Hospital Institute 


The Program Committee for the 12th 
Mental Hospital Institute. to be held 
October 17-20 at Salt Lake City, is 
pleased to announce that Governor 
George D. Clyde of Utah has kindly 
agreed to serve on the Psychiatric- 
Legislative Panel. which will be held on 


Thursday afternoon, October 20. 

Since the April issue of MENTAL 
HospiraLs went to press, the following 
people have accepted invitations to serve 
as discussion leaders at the Institute: 
Mrs. Nell T. Balkman, R.N., Little Rock, 
Ark.; Dr. Wilfred Bloomberg, Hartford, 
Conn.; Miss Cynthia Curtis, R.N., Pro- 
vo, Utah; Dr. Harrison Evans, Worth- 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 


AMERICAN PSYCHIATRIC ASSOCIATION 


Annual Meetings: 

1961 May 8-12, Hotel Morrison, Chicago, Ill. (117th) 

1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel. Los Angeles, Cal. (119th) 


Mental Hospital Institutes: 


1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 
1961 Oct. 16-19, Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


OTHER PROFESSIONAL ORGANIZATIONS 

AMERICAN Association ON MENTAL Dericiency, Annual Meeting, May 17-21. 
Baltimore, Md. 

Firtu INstirute Hosprrat Recreation, May 31-June 3, University of 
Minnesota, Minneapolis (Ing. Prof. Fred M. Chapman, Div. of Recreation 
Leadership, Univ. of Minn., Minneapolis. ) 

AMERICAN GERIATRICS Society, Annual Meeting, June 9-10, Hotel Americana. 
Miami Beach, Fla. 

Society OF BroLocicaL PsycuiaTry, June 10-12, Hotel Deauville, Miami Beach. 
Fla. 

AMERICAN ASSOCIATION FOR REHABILITATION THERAPY, Annual Meeting, June 
13-17, Hotel Miramar. Santa Monica, Cal. 

AMERICAN Mepicat Association, Annual Meeting. June 13-17, Hotel Americana. 
Miami Beach, Fla. 

CANADIAN PsycHiatric Association, Annual Meeting, June 16-18, Banff, Alta.. 
Canada 

THe University OF MICHIGAN 13TH ANNUAL CONFERENCE ON AGING, June 
27-29. Ann Arbor, Mich. (Ing. Wilma Donahue, 1516 Rackham Bldg.. 
Ann Arbor.) 

AMERICAN AssociaATION ON MentAL Dericiency—London Conference on the 
Scientific Study of Mental Deficiency, July 24-29, London, England (Inq. 
Harvey A. Stevens. M.D., P.O. Box 3128, Madison 4, Wis.) 

INTERNATIONAL RESEARCH SEMINAR ON SOCIAL AND PSYCHOLOGICAL ASPECTS OF 
Acinc (To precede the 5th International Congress of Gerontology, Aug. 
7-12 in San Francisco), early in August. San Francisco, Cal. (Ing. Clark 
Tibbitts, U.S. Dept. of H-E.W.. Washington 25, D. C.) 

GERONTOLOGICAL Society, Annual Meeting, August 7-12, San Francisco, Cal. 
(Ing. Mrs. Marjorie Adler, 660 S. Kingshighway Blvd.. St. Louis 10, Mo.) 


ington, Ohio; Mr. H. M. Forstenzer, Al- 
bany, N. Y.; Mr. H. G. Hughes, F.R.A. 
1.C., Ottawa, Can.; Dr. Thaddeus P. 
Krush, Omaha, Neb.; Mrs. William La- 
mont, Aberdeen, S.D.; Mr. Lee T. Muth, 
Huntington, W. Va.; Dr. Peter A. Pef- 
fer, Glenwood, lowa; Dr. Paul W. Pen- 
ningroth, Atlanta, Ga.; Dr. Charles A. 
Roberts, Montreal, Can.; Dr. Howard 
P. Rome, Rochester, Minn.; Mr. Irving 
Sheffel, Topeka, Kan.; Dr. Wayne Yea- 
ger, Jacksonville, Fla. Mrs. Alberta 
Jacoby and Mrs. Irene Malamud will 
conduct the Mental Health Film Board 
Program. 

To date, four special interest groups 
have announced that they will hold 
meetings prior to the opening plenary 
session on Tuesday morning, October 
18. The Directors of Volunteers will 
meet on both Sunday the 16th and Mon- 
day the 17th. The American Society of 
Mental Hospital Business Administra- 
tors, the Mental Health Educators, and 
the Psychiatric Nurses will meet on 
Monday the 17th only. Later issues of 
the magazine will carry special an- 
nouncements and more detailed infor- 
mation about these meetings. Those who 
will be attending a special-interest group 
meeting only, and do not plan to stay 
over for the Institute proper, will not be 
required to pay the $50 registration fee. 


National Association 
for Mental Health 
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for control of seizures 
KAPSEALS> time tested—clinically proven in... mal 
homotor seizures...DILANTIN Sodium (diphenylhydantoin sodium 
Pavke- Dav is available in several forms including Kapseals 
Gm. and of 0.1 Gm., bottles of 100 and 1,000. 
ther members of PARKE- DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures; PHELANTIN" Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: MILONTIN® 
(phensuximide, Parke-Davis) Kapseals, 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 
16-ounce bottles. kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


face DAVIS & COMPANY 32, MICHIGA: 


Institute in Executive 
Development Holds Final 
Commissioners’ Program 


From May 23 through June 4 the 
University of Chicago’s Center for Pro- 
grams in Government Administration 
will conduct the final Commissioners’ 
program in its Institute in Executive 
Development for Psychiatric Adminis- 
trators. This program, to be held on 
the campus of the university, will repeat 
the subject matter of the two previous 


programs conducted during May and 
October 1959. The Institute is directed 
toward the top administrative officials 
within the various state mental health 
programs. 

Detailed information about their pro- 
grams for hospital superintendents pro- 
jected for 1960 and 1961 may be ob- 
tained from Mr. Frank X. Steggert, 
Associate Director, Center for Programs 
in Government Administration, Univer- 
sity College, University of Chicago, 64 
East Lake Street, Chicago 1, Illinois. 


BETTER CARE, LONGER LIFE 


The therapeutic value of equipment with normal life looks 
and features is a known benefit to mental and incontinent 
patients. Here is an example for better care, longer Life. 


CT950-48 LOUNGE CHAIR with UTILITY TRAY 


Write or phone 
ANdover 3-0600 today 
for specifications 


Canadian Distributors: SIMPSON’S, 45 Richmond Street, West, Toronto 1, Canada 


Gives multiple service as a — 
therapeutic chair, 
wheel chair, 
straight chair 
—all for the 

cost of one! 


Here's 
1960's most 
versatile chair! | 
Constructed for | 
Institutional use. 
Square tubular 
frame and tray | 
arm in satin 
chrome plated 
finish. Heavily 
padded back. 
No-sag spring seat 
base, heavily padded. 
Perforated pan bottom. 
Upholstered in rugged 
Armor Weight Boltaflex 
(or Syko cover). Plastic top tray. 
Height, 35%”; seat, 19” x 21”; 
floor area covered, 21” x 31”. 


Extended rear legs prevent wall marring. 
3” ball bearing casters (2 with brakes). 


INC. INSTITUTIONAL DIVISION 
32 North State Street, Chicago 2, Ill. 


HAVE YOU HEARD? 


RESEARCH IN MENTAL DEFI- 
CIENCY: The New York State Depart- 
ment of Mental Hygiene is now provid- 
ing special treatment for the prevention 
of mental deficiency in children, up to 
the age of 5, suffering from phenyl- 
ketonuria (an inherited disturbance of 
phenylalanine metabolism.) The treat- 
ment consists of a special diet, using 
purified, low-phenylalanine foods. An 
estimated 20 new cases of this rare form 
of mental deficiency occur each year in 
the state of New York. Dr. Paul Hoch. 
in announcing the new preventive serv- 
ice, said that since irreversible brain 
damage takes place within the first five 
years of life in the absence of treatment. 
there is good reason to believe that a 
child diagnosed in early infancy and 
treated with the special diet will not be- 
come mentally defective. The operation 
of the pilot program, believed to be the 
first state project of its kind in the 
country, is centered at Letchworth 
Village, Thiells, under the supervision 
of Dr. George A. Jervis, the director of 
psychiatric research, and one of the pio- 
neers in the field of mental deficiency. 
All cases are reviewed in the project 
center, but the general medical super- 
vision of the patient remains in the 
hands of the family physician. 


REHABILITATION: The Edgemont 
Hospital in Los Angeles, Cal., recently 
opened the “Edgemont House,” a 
half-way house which can accomodate 
some 40 guests—improved mental pa- 
tients who no longer require hospital 
care but who are not quite ready for the 
stresses of family life or the loneliness of 
ordinary apartments. This two-story 
apartment building is completely fur- 
nished and equipped for comfortable, 
normal living. A supervised program 
directed toward community living is 
available, and reports indicate that 
guests are responding well to their new 
environment and the challenge of self- 
responsibility under general guidance. 


TRAINING: WICHE (Western Inter- 
state Commission for Higher Education) 
has announced an interesting program 
of 40 internships (with stipends) for 
graduate and undergraduate students in 
western universities who will spend 10 
summer weeks of training and work ex- 
perience as aides, recreation therapists, 
occupational therapists, etc., in Colorado 
mental institutions. 
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Sixteen licensed practical nurses from 
the Montana State Hospital at Warm 
Springs and the Montana Tubercu- 
losis Hospital at nearby Galen recently 
completed a 250-hour extension course 
in nursing, and then a National League 
for Nursing achievement test in nutri- 


The N.Y. State Hospital Medical 
Alumni Association announces the estab- 
lishment of an annual award in honor 
of the late Dr. Richard H. Hutchings, 
a Past President of the A.P.A. (1938- 
39). The award will be given to the 
physician who has made the most out- 


and Psychiatry and the Michigan Dis- 
trict Branch of the A.P.A. presented 
their 1959 Research Award to Dr. John 
Olariu of the Iona (Mich) State Hos- 
pital. His work is described in his paper 
entitled “Research Design and Behavior 
Rating Scale for the Assessment of 


standing contributions to clinical serv- Chemotherapeutic Trials in Chronic 

ice, research, and writing. Mental Patients.” ey 
State Hospital—the Inter-Faithfuls— Dr. John F. Gaines has assumed On February 1, Dr. Howard H. 

are the inspiration and the force behind the duties of clinical director at Western Ashbury became Superintendent of 

the gift shop for indigent patients. The State Hospital, Ft. Supply, Oklahoma. Eastern State Hospital, Williamsburg, 

shop, under the direction of the hospital The Michigan Society of Neurology Virginia. 

recreation staff, stocks men’s and 
women’s clothing, hats, shoes, and stock- 
ings, costume jewelry, cosmetics, and 
some of the nicer things of life that these 
patients might otherwise never see. 
| Everything is free. Patients enjoy the 
| experience of shopping, without the usu- 
) al problem of money. 

In their efforts to make the lives of 
: Massillon patients better in other ways, 
the Inter-Faithfuls also got behind a 
, project to relieve crowding and long 
waits at the hospital’s only beauty shop. 
; They provided equipment and furnish- 
ings for a second shop and arranged for 
registered cosmetologists to serve two 
evenings a week on a volunteer basis. 


tion and basic psychiatric nursing. 


VOLUNTEERS at Massillon (Ohio) 


ANOTHER PROVEN SUCCESS! 


] equats 4 and more: 


A leading government institution 
administrator says: “The 10 Syko 
Mattresses we bought in December 
1954 show hardly any signs of wear 
after constant use. In this period we 
would have used at least 40 of our 


FACTS & FIGURES: The National regular hair filled mattresses —and 
; Institute of Mental Health reports an equal number of mattress protectors. Since then we've ordered 
2 that again during 1959, for the fourth 122 more Sykos and plan to equip all of our 1,500 beds with 


consecutive year, there was a drop in 
the number of resident patients in public 
mental hospitals in the U.S. 


Syko Mattresses. It is my firm belief that Sykos are the answer 
to any mental institution’s mattress problem.” 


; That's typical of comments from 
‘ PEOPLE & PLAC ES many users of this deservedly 


famous mattress. That's 
il HERE & THERE: Mr. T. A. Bravos. 


why we say— 

e the former business administrator of SANITIZED 
if Sonoma (Cal.) State Hospital, trans- 
y ferred in March to Atascadero State 
f° Hospital, California’s maximum secur- 
e, ity facility, to become its Assistant 
m Superintendent in Business Service. 
is Dr. Reginald C. Eaton has assumed FG IS YOUR BEST BUY! 
at the position of superintendent at South 4 
Ww Florida State Hospital, Hollywood. Practically Indestructible — they pay for themselves! 
f- Dr. Sol Nichtern has been appoint- 

ed psychiatric director of the League Self Protective — save cost of additional covering! 
r- School and Research Center in Brook- Easily Washed — save hours of attendant’s time! 
.) lyn, New York. The League School is a 
= pioneering day school and treatment Write, wire, ‘phone ANdover 3-0600 for details. Do it now! 
or center for seriously disturbed children 
n diagnosed as childhood schizophrenics. 119 INC. INSTITUTIONAL DIVISION 
10 A five-year grant from the National In- 
me stitute of Mental Health has enabled the R ll 32 North State Street, Chicago 2, lil. 
's, school to establish a demonstration 
Jo nursery school for children of preschool Canadian Distributors: SIMPSON’S, 45 Richmond Street, West, Toronto 1; Caneda 
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PUBLICATIONS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


STANDARD REFERENCE WORKS 


Diagnostic and Statistical Manual, Mental Disorders 

. prepared by the Committee on Nomenclature and 
Statistics of the American Psychiatrie Association, 
1952 


Standards for Psychiatric Hospitals oa Clinics, 1956 
Edition (revised June 1958) for Public and Private 
Hospitals, Psychiatrie Units in General Hospitals and 


Hospitals & Schools for the Mentally Defective - _ $1.00 
An Outline for a Curriculum for Teaching Paychiatry 
in Medical Schools .25 


SPECIAL CONFERENCE REPORTS 


Psychiatry and Medical Education . . . Report of the 
1951 Conference on Psychiatrie Education held at Cor- 
nell University, organized and conducted by the A.P.A. 
and the Association of American Medical Colleges, 164 
pp., cloth, 1952. (Formerly $1.00) 

The Psychiatrist—His Training and Development. . 

A substantive report of the 1952 Conference on Psy- 
chiatric Edueation, and a companion volume to “Psy- 
chiatry and Medical Education.” (Formerly $2.50) 

Special Price for both Reports .. , . $2.00 


Psychiatric Inpatient Treatment of Children . . . Based 
on the Conference on Inpatient Psychiatrie Treatment 
of Children held October 17-21, 1956, in Washington, 
D. C. under the auspices of the A.P.A. and the American 
Academy of Child Psychiatry $3.50 
Design for Therapy . . . An investigation into the possi- 
bilities of collaboration between psychiatrists and 
architects in developing basic information for mental 
hospital design, construction, and equipment, 1952 $1.25 


The Volunteer and the Psychiatric Patient ... A report 
of the Conference on Volunteer Services to Psychiatric 
Patients held June 12-17, 1958, in Chicago _....._.___. $1.50 


Psychiatric Research Reports #1 and #2 (out of print). 
Psychiatric Research Reports #3— Research in Psy- 
chosomatie Medicine $2.00 


Psychiatric Research Reports #4—An ‘Beslasticn of 
The Newer Pharmacologic Agents and Their Role in 


Current Psychiatrie Practice $2.00 
Psychiatric Research Reports Tech- 
niques in Schizophrenia ____- $2.00 
Psychiatric Research Reports #¢—Application of basie 
science findings to psychiatric research $2.00 
Psychiatric Research Reports #7—Stress; 
psychology; Child psychiatry $2.00 


Psychiatric Research Reports #8 Research in Affects $2.00 
Psychiatric Research Reports #9—Research in Psy- 
chiatry with Special Reference to Drug Therapy $2.00 
Psychiatric Research Reports #10—Social a of 


Psychiatry — — $2.00 
Psychiatric Research Reports #11— anees in 
Neuro-Physiological Research $2.00 
Psychiatric Research Reports #12—Explorations in 
the Physiology of Emotions $2.00 
A Psychiatric Glossary—Paper Bound 
Library Bound $2.00 
Psychiatry, the Press & the Public ccs, 
3 copies $1.00 


SPECIAL COMMITTEE & SURVEY REPORTS 


Psychological First Aid i in 2 Community Disasters 35 
Training Schools for Delinquent Children ... A guide 
to planning with particular reference to clinical facili- 
ties, prepared by a special committee of the A.P.A., 


Psychiatric Nursing Consultation: Report of the Insti- 
tute for Nursing Consultants in Psychiatry, 1954... 


Psychiatric Nursing Personnel—compiled by the nurs- 
ing consultant to the Committee on Psychiatrie Nurs- 


PROCEEDINGS OF MENTAL HOSPITAL INSTITUTES 


(Proceedings of 1949, 1950, 1951, 1952, 1953, 1955 and 
1956 Institutes out of print) 

The Psychiatric Hospital: A er Resource 
(1954) 


Proceedings of 10th Mental Hospital Inst. (1958) 65 

Proceedings of 11th Mental Hospital Inst. (1959) _ 65 
MISCELLANEOUS 

Mental Hospitals (1855 Special Issue) === 50 


(10% diseount for 20 copies or more) 


Principles, Skills and Tools of Scientific Management, 


Psychological Factors in Space Flight ... By Capt. 
Norman Lee Barr, MC, USN; Lt. R. B. Voas, HSC, 


USN, and Lt. (j.g.) M. Yarezower, MSC, USNR ___ $1.00 
Current Practices in Mental Hospital Administration _ $2.00 
Dedicatio Medici, by Francis Braceland, M.D. $1.00 
Fifteen Indices—an aid in reviewing State & Local 
Mental Health and Hospital Programs —_ _..... $2.00 
Recreational Trends in North American Mental Institu- 
tions, by Daniel Blain, M.D. & Pat Vosburgh - . .25 
Portraits, by Clarence Farrar, M.D. $1. 00 
3 copies for _____. $2.00 


The Scientific Papers of the 116th A.P.A. pon 
Meeting 


Selected Lists on Montel compiled 
by A.P.A. 
Psychiatric a compendium 

the A.P.A. Architecture Study Project === $10.00 


Report on Patients Over 65 in Public Mental Hospitals, 
compiled by Dorothy M. Richardson, A.P.A. Statistician $1.00 


Order from 


PUBLICATIONS DEPARTMENT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 - 18th Street, N.W. 

Washington 9, D. C. 


Please send the publications checked above to: 


Bill me 


The A.P.A. will assume shipping expenses via regular channel on « 
prepaid orders, except to countries abroad. If invoicing is aS 
postage and handling charge of 25¢ will be added. Please allow at least 
15 to 20 days for delivery. 


Payment enclosed 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1:2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!-? Less common effects have been hypotension,’ drowsi- 
ness,° agitation,” restlessness, and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.256 ‘prouixin is squise TRADEMARK 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, ESS SQUIBB 
RELIABILITY 
Squibb Quality- 


Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 
(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: 
Clin. Res. Notes 2:10 (Aug.) 1959. 


Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 
the Priceless 
Ingredient 
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in the senile patient — 
= 
| 


controls acute agitation, hostility, 
severe apprehension, hyperactivity 
reduces confusion, delusional 
reactions encourages cooperation 


For further information on prescribing and administering Sparine see descriptive literature, available on request. 


INJECTION TABLETS SYRUP 


Sparine 
HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of 
Service to Medicine 


i 
| 
bi 
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the 
tense 


and 
nervous 


patient 


prove 


* simple dosage schedule produces rapid, predictable 
tranquilization without unexpected excitation 


* no cumulative effects, thus no need for difficult 
dosage readjustments 


+ does not produce ataxia, change in appetite or libido 


* no danger of hypotension, depression, Parkinson- 
like reactions, jaundice or agranulocytosis 


* does not impair mental efficiency or normal behavior 


Usual dosage: One or two 

400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, | O 
200 mg. sugar-coated —" 


or aS MEPROTABS*— 400 m meprobamate (Wallace) 
unmarked, coated ain” 


TRADEMARK 


Wy WALLACE LABORATORIES | New Brunswick, N. J. 
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eirtective anda outstanding! 
c™-1901 


